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INTRACRANIAL DIVISION OF THE VESTIBULAR PORTION OF THE AUDITORY 
NERVE FOR MENIERE’S DISEASE* 


By KENNETH G. McKENZIE, 


Toronto 


PUBLICATIONS by Dandy,’ Coleman,? and 

Cairns,* have aroused renewed interest in 
Méniére’s disease, as these authors have shown 
that there is a dramatic cessation of the severe 
attacks of vertigo after intracranial section of 
the eighth nerve. Operation is a particularly 
suitable treatment for those patients who are 
prevented from working either on account of 
the frequency and severity of their attacks or 
because of danger to themselves or others if an 
attack should oceur while at work. Following 
operation these patients have a total loss of 
hearing on the side on which the nerve is cut. 
Usually this is of little moment because of the 
severe impairment of hearing existing on the 
involved side before operation. There are, how- 
ever, patients suffering from Méniére’s disease 
who have little or no deafness, and obviously if 
these patients are to be operated upon it is 
highly desirable to save their hearing if possible. 
It seemed probable that this could be accom- 
plished by section of the vestibular portion of 
the nerve without interfering with the function 
of the cochlear fibres. 

Since August, 1931, an attempt has been 
made to carry out a unilateral section of the 
vestibular” portion of the auditory nerve on 
twelve patients. As a result of this experience 
I have concluded that it is possible to section 
the vestibular portion of the nerve with suffi- 
cient accuracy for clinical requirements. The 
calorie response is abolished and the attacks of 
vertigo cease, while at the same time the 
cochlear fibres function as before operation. 





*Presented before the International Neurological 
Congress in London, August, 1935. 


The first patient was operated upon in August, 
1931, but proved to be an unsatisfactory subject 
as she had little or no hearing before operation. 
The second patient, however, had good hearing 
and satisfactorily proved the possibilities of this 
new procedure. This second patient was oper- 
ated upon in July, 1932, and presented before 
the Surgical Section of the Toronto Academy 
of Medicine on November 15, 1932.4 Cairns® 
performed a similar operation in February, 
1933, Dandy® operated upon his first patient 
by this method in March, 1933, although he sug- 
gested the operation in 1928. 


ANATOMICAL AND SURGICAL CONSIDERATIONS 


The vestibular and cochlear fibres arise as the 
central processes of the bipolar cells of their 
respective ganglia. The two nerves approach 
the brain-stem together from the internal audi- 
tory meatus and are known as the auditory 
nerve. In its passage across the posterior fossa 
the auditory nerve lies lateral and in close ap- 
proximation to the seventh nerve, from which 
it is separated by the pars intermedia of 
Wrisberg. 

Prof. G. S. Streeter’s® researches on the de- 
velopment of the auditory nerve (Fig. 1) would 
lead one to expect a fairly complete separation 
of the cochlear and vestibular fibres close to the 
internal auditory meatus. However, I have 
been unable to find an adequate description of 
this relationship in any of the standard text- 
books of anatomy, nor do the text-books of his- 
tology describe the microscopic difference in the 
two portions of the nerve. 
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MEDIAN VIEW 


Fig. 1.—Stages in the differentiation of the acoustic nerve complex. 
Vestibular ganglion shown by fine dots, and spiral ganglion by large 
dots. (After Prof. G. 8. Streeter). Illustrates the development of the 


vestibular and cochlear portions of the auditory nerve. 


With Doctor McGregor’s help an auditory 
nerve was exposed in its bony canal. The vestib- 
ular and cochlear fibres were easily identified 
as separate bundles close to the cochlea and 
semicircular canals. The vestibular portion 
could be traced medially, and at the internal 
auditory meatus it made up the cephalad and 
dorsal half of the auditory nerve, with the pa- 
tient in the prone position. More medially still 
the vestibular fibres become ventral, whether by 
twisting or interlacing or a combination of both 
I am not sure. For our present purpose it is 
the relationship close to the internal auditory 
meatus that concerns us, 


_qPars inf 


LATERAL VIEW 


On microscopic examination 
the vestibular nerve shows a 
very much better defined pic- 
ture of medullated nerve fibres 
(Figs. 2 and 3), the fibres are 
larger and have a thicker medul- 
lary sheath. The difference is 
sufficiently definite to enable 
one to examine the cross section 
of an auditory nerve and im- 
mediately pick out the vestib- 
ular half, that is, if the section 
is taken close to the internal 
auditory meatus. Further 
studies are required on the 
mesial portion. Close to the 
internal auditory meatus, when 
one attempts to split the nerve 
at operation, a line of cleavage 
or groove is occasionally seen, 
but on microscopic examination 
there is an absence of a fibrous 
septum dividing the two nerves. 
On one occasion Dandy* ob- 
served a complete separation 
of the cochlear and vestibular 
fibres. Numerous attempts have 
been made in the autopsy room 
to divide the nerve into cochlear 
and vestibular portions. Micro- 
scopic study of these specimens 
has always shown an intermin- 
gling of the fibres along the line 
of division, thus it is not possible 
to accurately split the nerve in 
a microscopic sense. However, 
our studies show that division 
ean be sufficiently accurate for 
the present clinical purpose. 

At operation exposure is obtained through a 
unilateral cerebellar approach, made as high and 
lateral as the lateral sinus and mastoid cells 
will permit (Fig. 4). If the nerve is approached 
from below because of deficient bone removal 
in the upper and lateral angle of the field, the 
operation is more difficult. With a straight 
knife a short incision is made into the centre of 
the nerve parallel to the fibres and close to the 
internal auditory meatus, this incision need not 
go through the nerve, but it approximately 
divides the nerve into its vestibular and cochlear 
portions (Fig. 4A). The vestibular portion is 
then isolated by passing a blunt right angled 
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hook over the cephalad and dorsal half of the 
nerve (Fig. 4B). The point of the hook at all 
times must be kept closely approximated to the 
ventral surface of the nerve, to avoid any possi- 
bility of picking up the facial nerve or a large 
vessel. It is usually possible to avoid a small 
artery running in the nerve, as in our eases it 
has been on the cochlear side of the longitudinal 
incision. The vestibular fibres are quite tough, 
and the cochlear fibres may be damaged if one 
attempts to divide the bundle by tugging with 
a hook or hook-knife; it is advisable to eut down 
on the hook with a straight knife (Fig. 4C). 
When division of the vestibular fibres is com- 
pleted the facial nerve comes into view and need 
not be disturbed in any way (Fig. 4D). It is 
not necessary to isolate the seventh nerve as a 
preliminary step and thus run the risk of in- 
juring it, and in this respect the operation is 


much easier than division of the whole nerve. 
Care should be taken to see that the hook hugs 
the nerve until it breaks through the longi- 
tudinal eut. In none of our cases has there been 
the slightest indication of injury to the facial 
nerve. If one should ever wish to divide the 
nerve of Wrisberg alone a very satisfactory and 
accurate exposure could be obtained by first 
dividing the vestibular portion of the auditory 
nerve as described. 


PATHOLOGY 


The situation and nature of the pathological 
lesion in the group of cases under discussion is 
unknown. The cure of the attacks by section 
of the vestibular nerve may be because abnormal 
impulses are prevented from reaching the brain, 
or it may be because normal impulses are pre- 
vented from reaching abnormal pathways or 





Fig. 2, A and B.—Weigert preparation.. Vestibular fibres on the right, cochlear fibres on the left; 
equal magnification. Note the marked difference in the size of the fibres. Fig. 3, A and B—Hemo- 
toxylin and eosin preparation. Vestibular fibres on the left; cochlear fibres on the right; equal magni- 
fication. Note the marked difference in size of the fibres. 
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centres in the brain. One assumes that the 
lesion which causes the tinnitus also causes the 
vertigo. As many of these patients go on to 
complete unilateral deafness the lesion cannot 
be in the cortex of the brain. Also one might 
argue that the lesion is not in the cochlea or 
vestibular canals as Dandy’ and Coleman? found 
that tinnitus persisted in many of their patients 
after complete section of the nerve, Anatomi- 
cally, a single small lesion could hardly affect 
both the cochlear and vestibular apparatus in 
the brain-stem. 


int. aud.meatus 


perforation 


oe 


meatus g 
auditory 


Yapial artery 


C.é 


facial 





McKENZIE: MENIERE’s DISEASE 373 


relationship with the artery close to the brain- 
stem and not be seen at operation. 

Professor Watt,’ of the Anatomical Depart- 
ment at the University of Toronto, is publishing 
a paper describing the great variability in the 
relationship of the anterior inferior cerebellar 
artery to the auditory nerve. I suggest also that 
this relationship of artery to nerve may account 
for nerve deafness in some patients, especially 
in older individuals where the artery may be 
thickened and stiff from arteriosclerosis. The 
auditory artery itself also shows great variation, 
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Fig. 5.—Diagrams from operator’s notes and sketches illustrating the vascular abnormalities 
encountered in five of the twelve cases. In each instance the artery was considered to be 


the anterior inferior cerebellar. 


The lesion if it is in the nerve itself does not 
cause a microscopic change (Case 8). I suggest 
that some consideration be given to the theory 
that an abnormal relationship of the anterior 
inferior cerebellar artery to the nerve may be 
an etiological factor. In Cases 2, 4, 6, and 10, 
such an artery was seen at operation. In Case 
8, there was a large vein in direct contact with 
the nerve (Fig. 5). These observations have 
not been supported by Dandy, Cairns or Cole- 
man, but the nerve could have an abnormal 


so that the blood supply of the nerve itself may 
be jeopardized in certain individuals. 


LATERALIZING SIGNS 


In the group of cases under discussion in this 
paper there has been no difficulty in deciding 
on which side to operate. All of the patients 
with the exception of No. 7 had definite uni- 
lateral tinnitus associated with diminution of 
hearing on the side operated upon. In No. 7 
there was some doubt, but the side on which 
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the loss of hearing was most marked was oper- 
ated upon and so far there has been no recur- 
rence of attacks, 

The caloric response has been of no value as 
a lateralizing sign in this group. Taken as a 
whole, the reactions had a tendency to be hypo- 
active without definite difference on the two 
sides. 

One would naturally think that the type of 
nystagmus would be a valuable lateralizing sign 
in these cases. I have notes on 5 patients in 
whom nystagmus was observed. In 3 the nystag- 
mus was most marked on looking to the side of 
the lesion (Cases 1, 2 and 10, personally ob- 
served). In Case 12, observed by a competent 
house-surgeon, the nystagmus was seen when the 
patient looked away from the involved side. The 
fifth patient was personally observed during 
an attack. She has not been operated upon, 
but had definite unilateral tinnitus and deaf- 
ness. The nystagmus was definite on looking 
away from the involved side; with the eyes at 
rest the quick component was also away from 
the involved side. Hence in these five patients 
the nystagmus had no lateralizing value. 
Furthermore, the nystagmus may not always be 
the same in one patient. MeKenzie* quotes the 
case of a doctor who observed nystagmus on him- 
self on frequent occasions during attacks. He 
found that there was great variation in different 
attacks. 

The direction in which objects move is also 
of little lateralizing value. Seven out of the 12 
patients discussed in this paper were unable to 
state that objects moved in any definite direc- 
tion. In 3 objects moved towards the side of 
the lesion, and in 2, away from the side of the 
lesion. In 2 other patients, not operated upon, 
objects moved toward the involved side. 

Most of the patients preferred to lie on their 
backs. One was very certain that he could only 
lie on the affected side, while a second patient 
was just as emphatic that he could only lie on 
the good ear. 


SELECTION OF PATIENTS SUITABLE FOR OPERATION 


Normal equilibrium is maintained by im- 
pulses from the internal ear, eyes, skin, joints 
and muscles. Abnormalities in some of these 
impulses will produce marked vertigo. Irritation 
of the semicircular canals from an acute or 
chronic middle ear disease is a common cause; 
occasionally impacted wax or an obstructed 
eustachian tube may cause severe vertigo. Tu- 


mours and aneurysms are quoted as examples 
of intracranial ‘lesions which may upset the ves- 
tibular pathways, although I have never seen 
severe attacks of vertigo associated with an 
acoustic neuroma. Less perfectly understood 
eases are apparently associated with local foci 
of infection, arteriosclerosis, ete., which affect 
the vestibular apparatus in some unknown way. 
There remains, however, a small group of pa- 
tients who suffer from attacks of vertigo, without 
disturbed impulses from the eyes, without dis- 
ease of the middle ear, without demonstrable 
foci of infection, arteriosclerosis or an intra- 
eranial lesion. 


Many of these patients will make satisfactory 
progress with re-assurance and mild sedative 
drugs, such as luminal. There is a tendency to- 
wards spontaneous cure. For instance, a doc- 
tor, aged 40, tells me that he had a series of 
typical attacks over a period of four months; 
since then five years have elapsed and he has 
remained perfectly well. He has had no special 
treatment and no cause for the attacks could be 
found, Recently another doctor consulted me 
who has had four attacks during the past year. 
The disability is not great if they do not in- 
crease, and in time they will disappear. I have 
the histories of some 15 such cases who have not 
sufficient disability to justify an operation. 

The patients we have operated upon had all 
had very severe and frequent attacks; they had 
lost their morale and in many instances had 
had to give up work. All were examined care- 
fully by competent ear, nose and throat spe- 
cialists and internists, but they had been unable 
to obtain relief. 

Furstenberg® has recently stimulated interest 
in the medical treatment of these patients. He 
states: ‘‘Apparently the local tissues involved 
in Méniére’s disease have either an increased 
avidity for sodium or an unusual sensitivity to 
it’. We have only had the opportunity of 
applying his treatment in one patient (Case 12). 
In this patient we failed to produce an attack 
with sodium chloride, and while the patient was 
taking ammonium chloride he had the most 
severe attack he had ever experienced. Fursten- 
berg’s results have been so striking, however, 
that we hope to have the opportunity of treat- 
ing further cases by this method. To estimate 
the value of this treatment it will be necessary 
to select patients who are having frequent severe 
attacks, similar to the type of case outlined in 
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Chart I. (Case 10).—Section of right vestibular nerve. The audiograms before and after operation are 
practically identical. At the time of the last examination, seven months after operation, hearing was practically 
the same as previous to the operation. 

Hearing Test: Left Right Hearing Test: Left Right 
25’+ 5S. Voice 25/+ 25’+ S. Voice 25’+ 
25’+ Whisper 22’ . 25’+ Whisper 24’ 
5 High Limit 5 5 High Limit 5 
(Galton W.) (Galton W.) 
32 Low Limit 32 (shortened) 32 Low Limit 32 (shortened) 
55 Rinné (256) 35 60 Rinné (256) 30 
20 15 25 14 
os Weber (128) + + Weber (128) + 
Caloric not done before operation because of patient’s Caloric test: Right ear: Water 64° F. douche 3 min.— 
condition. No reaction. Water 52° F. douche 5% min.—There was 
no nystagmus, no vertigo, no past-pointing or falling with 
head either forward or backward after 54% min. No 
reaction present in right labyrinth. 

Chart II. (Case 11).—Section of left vestibular nerve on May 7, 1934. The audiograms before and after 
operation are practically identical. Caloric response was abolished. At the last examination, seven months after 
operation, hearing was unchanged. 

Hearing Loss Average Hearing Loss Average 
I sissies ischiae) Saccilee Sa isc iid cash! adebpail eeacaaet Staak” wide * het ise an? Ee ee 
TE i chika“. acciactinn,, <lenGlin ‘Slane Cochin aaa \ Sida Mamata June 5, 1934. Hearing Tests: 
Hearing Tests: Right Ear Left Ear 
Right Ear Left Ear 25’+ Spoken Voice 25’+ 
25’+ Spoken Voice 25’ 25’+ Whisper 24’ 
25’+ Whisper 22’ 5 High Limit 5 
5 High Limit 5 (Galton W.) 
(Galton W.) 32 Low Limit 128 (short) (No. 64 Fork) 
32 Low Limit 128 (short) (No. 64 Fork) 55 Rinné (256) 18 
60 Rinné (256) 15 . — — 
-— —- 28 35 
30 a 35 ++ Weber (128) + 
++ Weber (128) + Colasie Tok: i we: eine at 60° F. douched 6 
h he cal ts but th min. With head forward 35 there was no nystagmus, 
mannan ee ee vertigo or falling with head backwards, forward 35 or 


bent over. Test repeated with water at 54° F. douched 
4 min. There was no nystagmus or vertigo with head 
backwards, forward or bent over. No reaction to caloric 
test present in left labyrinth. 
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the twelve histories in this paper. For the most 
part our patients have been so situated that it 
was impossible for them to carry out a dietetic 
régime such as advocated by Furstenberg. 


SUMMARY OF RESULTS 


Twelve patients have been operated upon be- 
tween September, 1931, and July, 1934. One 
patient (Case 9) died from a wound infection 
eleven days after operation. Apart from this 
unfortunate mishap, the results obtained in the 
remaining 11 have been very satisfactory. They 
are all extremely grateful for the relief which 
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plete cessation of tinnitus, 2 were unchanged, 
and in the other 5 there has been a marked 
diminution. Some of these patients state that 
it is growing less and less, so that it may ulti- 
mately disappear. Coleman found persistence 
of tinnitus in a mild form in 5 out of 10 of his 
patients, and Dandy in 6 out of 9 of his patients. 
In these cases the nerve had been completely 
sectioned. It is certain that the tinnitus which 
has been persistent in 5 of our 9 cases of vestib- 
ular section has been modified to such an extent 
that this operation can be undertaken with the 
expectation that the symptom will be alleviated 


TABLE 


THomMAsS TREGELLAS. 
Right 


July 24, 1932 Oct. 31, 1932 


Nov. 20, 19383 | July 24, 1932 


SecTION oF Ricut VESTIBULAR NERVE 


Left 


Oct. 31, 1932 | Nov. 20, 1983 


Whisper 3 feet 5 feet 


20 feet 6 feet 20 feet 21 feet plus 
Mov. Voice}|12 feet 21 feet 24 feet 
Low Limit | C 128- C 128- C 32 ——, C 32 C 32 C 32 heard well 
ear 
High Tone} C 2048- C 2048 C 2048 C 2048 C 2048 C 2048 
Galton.... Slightly better| Slightly better | Slightly better |Slightly better 
high ranges 
Rinné..... BC decreased | Positive 25 Positive Positive 90 Positive 
BC2AC 15 
Weber.... To left To left 
E. Tube...} Clear Clear Clear Clear 
Inflation...|No improvement|No improvement No improvement)|No improvement 
Caloric—|Water at 64° F. 
Nystagmus|Plus 1 min.15sec.| Neg. 5 minutes | Negative Plus 1 minute /|Plus1 min.40sec. 
Vertigo... .|Plus Negative Negative Plus Plus 
Falling... .|Plus to right Negative Negative Plus to left Plus to left 
Head back.|Plus Negative Negative Plus Plus 


Case 2.—Section of right vestibular nerve, July, 1932. On Dec. 20, 1934, hearing was not diminishing, 


still able to hear low voice at 20 feet, with noise box in good ear. 


they have obtained, and although the post- 
operative period is short, varying from three 
years and five months to five months, one has 
no reason to anticipate a return of attacks, 

For a few weeks or months there has been a 
moderate degree of unsteadiness. This gradu- 
ally disappears, the patients become confident 
and cheerful and quite certain of their balance. 
Occasionally, on turning quickly in the dark, 
there is a slight tendency to fall to the affected 
side. 

The effect of vestibular section on tinnitus is 
extremely interesting. Of 12 patients one did not 
have tinnitus before operation; of the other 11, 
one died, one had a complete section, leaving 9 
for consideration. Two of these have had com- 


Caloric response abolished on side operated on. 


almost to the same extent as after complete 
section of the nerve. 

With two exceptions, all of the patients had 
an absence of the calorie response after opera- 
tion. In Cases 4 and 6 there was some slight 
reaction from the vertical canals. These patients 
have remained free of attacks, and this observa- 
tion suggests that it is not necessary to cut all 
of the vestibular fibres to cure a_ patient. 
Dandy’? has made the interesting observation 
that hearing is not interfered with in cases 
where he has presumably cut all of the vestibular 
fibres and a portion of the cochlear fibres. The 
fact that some of the vestibular fibres can be 
left is of some technical importance, as it enables 
one to avoid a small artery which is usually seen 
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running approximately in the centre of the 
nerve, 

Of the 12 patients 7 had such poor hearing 
on the affected side that it was of little im- 
portance to save the cochlear fibres. In each 
instance, however, the hearing which they did 
have was not impaired by the operation and 
they have remained free of attacks. The re- 
maining 5 patients had useful hearing, but un- 
fortunately two failures occurred in this group. 
One patient died suddenly from a wound infec- 
tion eleven days after operation; in the second 
case the cochlear fibres were unintentionally cut. 

The following records of hearing before and 
after operation on the other three patients with 
good hearing illustrate the value of this opera- 
tive procedure when it is desirable to save the 
cochlear fibres (Charts I, II and the Table). I 
have had a hope that hearing would not continue 
to diminish in these patients if the attacks of 
vertigo were stopped. It will take some years 
and more patients to determine this point, but 
the records show that hearing is being main- 
tained on the involved side. 


CoNCLUSION 


It is possible to section the vestibular portion 
of the auditory nerve without interfering with 
the function of the cochlear fibres. This proce- 
dure cures patients who are suffering from severe 
and disabling attacks of vertigo, The operation 
should be reserved for selected cases which do 
not respond to other therapeutic measures. 


The author is especially indebted to Dr. Gregor 
McGregor, of the Ear, Nose and Throat Department at 
the Toronto General Hospital, for his careful examina- 
tions on most of the patients, and also for his help in 
working out the relationship of the cochlear and vestibu- 
lar fibres at their exit from the internal auditory meatus; 
to Dr. A. M. McLeod, of the same Department, who also 
examined several of the patients; and to Prof. E. Linell 
who assisted in the interpretation of the microscopic 
preparations. 


CASE 1 


Mrs. J.D., aged 51, was admitted to hospital in 
August, 1931. She last felt perfectly well twelve months 
previously. While working at the stove she turned 
quickly and suddenly fell to the floor. Objects in the 
room seemed to be tumbling on top of her; she was able 
to crawl to a couch to lie down where she stayed for an 
hour or so. She was then able to get up and felt fairly 
well, apart from a full feeling in her ears. About a 
month later she noticed a continuous buzzing in the right 
ear, and from that time hearing has been progressively 
impaired on the right side. These severe attacks of 
vertigo, brought on by turning quickly, occurred at fre- 
quent intervals, usually every couple of weeks. The 
patient could give no clear description of objects turning. 
She would fall suddenly as though thrown out of a gun, 
and felt as though her head were rising up and the house 
falling down. During an attack she prefered to lie on 





the left side. Between attacks she never felt quite well, 
slightly ‘‘sea-sick’’ all the time. On one occasion short- 
ly after an attack there was nystagmus on looking to the 
right but none on looking to the left; when at rest the 
eyes slowly drifted to the right. There was seldom any 
vomiting during an attack. 

A careful, physical, laboratory and ear, nose and 
throat examination failed to disclose any abnormal find- 
ings, apart from marked nerve deafness in the right ear. 
The caloric response was normal. 


Operation.—September 3, 1931. SECTION OF THE 
VESTIBULAR PORTION OF THE RIGHT AUDITORY 
NERVE. 


Following operation there was definite nystagmus on 
looking to the left; this had practically disappeared in 
ten days. The caloric response was absent on the side of 
the operation. Hearing was very badly impaired but was 
thought to be unchanged. On December 1, 1933, the 
patient wrote as follows: 

‘¢There have been no more dizzy attacks, for which 
I am very grateful. In regard to the noise in the ear, 
this has not disappeared or diminished; it is a constant 
beat but it does not worry me.’’ 


CASE 2 


Mr. T., aged 40, was referred in July, 1932, by Dr. 
Holme with a diagnosis of Méniére’s disease. One year 
previously the patient was sitting in an automobile. He 
had occasion to turn his head quickly to the right, after 
which he fell over to the right and felt faint for a few 
seconds. A week later a similar attack occurred. He 
was quite well then until last autumn, when he first 
noticed a singing noise in his right ear with slight deaf- 
ness. These symptoms of deafness and tinnitus remained 
constant ever since that time, varying greatly in intensity 
from day to day, at times hardly noticeable, and at other 
times very bothersome. 

Five weeks before being seen by me the patient woke 
up one morning very nauseated, extremely dizzy, perspir- 
ing profusely, and suffering from diarrhea. He could 
not stand up because of dizziness. He felt as though he 
were continually falling, and had to go to the bathroom 
on his hands and knees. This vertigo lasted about one- 
half hour, after which the patient felt perfectly well. 
The day afterwards he returned to work. Two days 
later he had another attack, lasting about half an hour 
during which time he felt nauseated. He felt that he 
was falling downwards and to the right. Since that 
time, there had been six similar attacks. They were 
not associated with vomiting, although he was usually 
nauseated. With the last five spells, patient had been 
always able to jump immediately into bed. While in 
bed, he felt that he had to hang on to the sides to 
prevent himself from falling. He said that he was 
terrified at the thought of going back to work and 
having an attack when he was out on the street. 

The patient was admitted to hospital for a period 
of two weeks for observation and study before operation. 
During this period he had several more typical attacks, 
during which nystagmus was observed when he looked 
to the right. Physical and routine laboratory examina- 
tions of the blood and urine were negative. The blood 
Wassermann was negative. An examination of the acces- 
sory nasal sinuses was negative. There was no history 
or evidence of inflammatory ear disease. 


Operation.—July 28, 1932. Division oF THE VES- 
TIBULAR PORTION OF THE RicHT AUDITORY 
NERVE. 


Through a unilateral cerebellar approach the vestibu- 
lar portion of the right eighth nerve was divided. 

Immediately after the operation there was no nausea 
or complaint of dizziness. On first getting up he said 
that he felt light-headed and there was a slight tendency 
to stagger to the side of the operation. A slight, fine 
nystagmus persisted for about a week, the quick com- 
ponent being to the side opposite the lesion. Con- 
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valescence continued to be uneventful and the patient 
returned to work in four weeks. The ultimate outcome 
has been highly satisfactory; from a man who had lost 
his morale he was transformed into a cheerful and grate- 
ful patient who has continued to work free from dis- 
ability. 

One very interesting and important observation, in 
view of the fact that the cochlear fibres were not 
divided, is that the constant singing noise present before 
operation gradually disappeared and there has been com- 
plete alleviation from this symptom for at least a year. 


CASE 3 


Mr. C., aged 40, entered hospital on December 20, 
1932. He had been in his usual good health until June, 
1932. One evening while at work he became suddenly 
dizzy, with a terrible buzzing sensation in his left ear; 
everything appeared to be moving from right to left. He 
attempted to put away his books but could scarcely 
walk. With great difficulty he managed to get to the 
bathroom where he vomited profusely. He apparently 
then lost. consciousness as he remembered nothing further 
until he wakened the following morning, when he felt 
well except for weakness, some headache, and moderate 
ringing in his ears. Since that time he had had fifteen 
to twenty similar attacks, but had not lost consciousness. 
The Wassermann test, and routine laboratory and neuro- 
logical examinations were negative. There were no foci 


of infection in the teeth or sinuses. This patient had 


good hearing on both sides, the left not quite so good 
as the right. Caloric tests were normal and essentially 
the same. Routine examination of the nasal pharynx, 
sinuses and ears was negative, apart from some large 
boggy turbinates and some dullness of the left ear drum 
as compared to the right. 


Operation.—December 23, 1932. COMPLETE SECTION 
OF THE LEFT AUDITORY NERVE. 


An attempt was made to divide the vestibular portion 
of the left nerve, but through a technical error the whole 
nerve was severed. 

When the patient regained consciousness there was 
no complaint of dizziness. The day after the operation 
there was nystagmus on looking straight ahead with the 
quick component to the right; this nystagmus gradually 
disappeared during the course of the following week; no 
complaint of double vision. There was no facial weak- 
ness. Deafness was complete in the left ear. On April 
25, 1933, the patient stated that he never felt better; he 
was working, very happy; no unsteadiness, no nystagmus. 
The ringing in the ear which used to come on prior to 
an attack, and which warned the patient that an attack 
was coming on, had not recurred. February 10, 1934, 
the patient has remained perfectly well; no noise in the 
ear and no suggestion of attack. He is a very grateful 
patient. 


CASE 4 


Mrs. D., aged 43, entered hospital on June 5, 1933. 
She was apparently perfectly well until two years before, 
when she began to have an occasional dizzy spell accom- 
panied by vomiting. The first year she had five spells, 
which were not specially severe; she would lie down for 
an hour or so, have a sleep, and then be able to carry 
on. About the time the first spells commenced the pa- 
tient was aware of a singing noise in the right ear; this 
was not bothersome except for a short period before a 
spell, when it became very loud. During these earlier 
spells the patient could not recall that objects moved in 
any special direction. About ten days before admission 
she had her first really severe spell. Shortly after break- 
fast objects suddenly started to go around, moving from 
left to right. She lay down on the ground on her right 
side, commenced to vomit, and found that she was much 
more comfortable lying on the right side. After one and 
one-half hours she was helped to bed. From this first 
severe spell until the time of record she had been almost 
continuously dizzy and had had to lie down almost con- 


tinuously, preferably on the right side. On examination 
when she was admitted to hospital there was no nystag- 
mus. Neurological examination was negative. There 
were no foci of infection in the sinuses or teeth. The 
Wassermann test and routine laboratory examinations 
were negative, There was no useful hearing on the right 
side (deafness of the mixed type); a moderate degree 
of deafness on the left. The right ear drum was dull as 
compared with the left. Caloric reaction——There was 
a definite response on both sides, but delayed particularly 
on the right. The reaction was obtained in two and 
three-quarters minutes on the left and four and one-half 
minutes on the right. 


Operation—June 6, 1933. DIVISION OF THE VESTIBU- 
LAR PORTION OF THE RIGHT AUDITORY NERVE. 


A satisfactory view of the nerve was obtained; there 
was no line of cleavage. The upper and anterior half of 
the nerve was hooked up and divided; the motor portion 
of the seventh was identified, but not the nerve of 
Wrisberg. There were no adhesions about the nerve and 
no vessels were seen. 

On recovering from the anesthetic there was no 
dizziness. A hissing noise in the ear, which had been 
present before operation, had practically disappeared at 
the end of seven days; there was no complaint of double 
vision. Fine nystagmus was present, most marked on 
looking to the left; this disappeared at the end of 
a week. Ten days after operation there was slight re- 
duction in the hearing on the right as compared to the 
finding before operation. Calorie test—This test was 
difficult to carry out and interpret because of the short 
period since operation. There was a suggestion that a 
few vestibular fibres had been left from the vertical 
canals, It was impossible to get the patient back for a 
more accurate test. 


April, 1934. The patient stated that she had had no 
more dizzy spells and was feeling very well. The noise 
in her ear, which had been present before operation, had 
disappeared. 


CASE 5 


Mr. S., aged 58, entered hospital on July 3, 1933. 
About six years before he had noticed a buzzing noise in 
the left ear; two months later he had his first attack 
while driving a truck. Objects commenced to move 
rapidly in every direction, buildings seemed to go around 
in circles in various directions, and his truck seemed to 
go up and down. He was able to stop the truck, get out, 
and lie on the ground with his eyes closed, but still felt 
as though everything were moving about him. He had 
to be helped home and vomited profusely; he was feeling 
considerably better in three or four hours. These attacks 
were repeated with varying severity every two or three 
weeks during the first few years. Lately, he had had as 
many as three or four attacks in one week. He had 
noticed that the buzzing in the ear was always more 
marked just before an attack. He did not vomit in all of 
the attacks. He never lost consciousness, but was un- 
able to give a clear description as to the direction in 
which objects moved; he was never observed during an 
attack with regard to the nystagmus. Routine labora- 
tory and Wassermann tests were negative. No foci of 
infection were discovered. Neurological examination was 
negative, except for the fact that when the patient was 
standing with his eyes closed there was a tendency to 
fall to the left. 


February 4, 1932. Marked deafness on the left with 
no useful hearing; considerable diminution of hearing 
on the right, of a mixed type. Caloric test.—Reactions 
were obtained in one minute and twenty seconds on each 
side but were not severe in any instance, and water at 
forty degrees did not materially increase the action ob- 
tained with water at sixty degrees. 


July 10, 1933. No material change in hearing. 
Caloric test.—Less sensitive to stimulation than on the 
first test; there was very little response until ice-water 
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was used; then the response was slight, with no difference 
in the two sides. 


Operation.—July 11, 1933. Division oF THE VES- 
TIBULAR PORTION OF THE LEFT AUDITORY NERVE. 

There was no special point in sectioning only the 
vestibular portion of the nerve in this case, as the pa- 
tient was practically deaf in the left ear. However, 
tinnitus had been a very marked feature and I was 
anxious to see if section of the vestibular portion of the 
nerve alone had any definite effect on this complaint. 
In previous cases I had gained the impression that the 
tinnitus was very definitely modified, even though only 
the vestibular portion of the nerve had been cut. Satis- 
factory exposure was obtained; there was no line of 
cleavage. The upper and anterior half of the nerve was 
cut, without trauma to the remaining portion; the seventh 
nerve was clearly seen; there were no adhesions or large 
vessels in contact with the nerve. 

July 13, 1933. No double vision even on looking to 
the extreme right and left; nystagmus quite marked on 
looking to the right; looking straight ahead there was a 
fine quick nystagmus, the eyes being jerked to the right 
and drifting back to the left; no dizziness; buzzing in 
the ear was definitely less. 

September 18, 1933. The noise in the ear was not 
nearly so marked; occasionally before a rain it became 
more marked but never really bothered him. There had 
been no suggestion of recurrence of attacks and the 
patient was very grateful for the relief he had obtained. 
With his eyes open co-ordination appeared to be perfect, 
but with eyes closed there was a tendency to fall to the 
left; he had noticed that in the dark he was somewhat 
unsteady and tended to go to the left. Hearing prac- 
tically as before operation. Caloric test was entirely 
absent on the right side. 


CASE 6 


Mrs. W., aged 36. About ten years before this 
patient noticed a singing noise in the left ear. This was 
fairly constant but had always been greatly exaggerated 
just before an attack and gave her warning that an 
attack was coming on. About eight years before she 
noticed deafness in the left ear while using the telephone. 
The first attack of vertigo occurred about five years ago. 
While coming down in an elevator she felt light-headed 
and dizzy, but was able to walk a few blocks to her place 
of business. While sitting at her desk she suddenly became 
more dizzy and felt as though her head were leaving her 
shoulders. This feeling had been present at the start of 
most of her severe attacks. She was able to stagger to 
the wash-room, where she vomited profusely, was taken 
home, and was able to return to work the following day, 
although feeling weak. Attacks similar to this first 
attack occurred at varying intervals of three to four 
months up until six months previous to admission, when 
the attacks became much more frequent (as often as 
three in a week) so that when she was admitted to hos- 
pital she had had to give up her business, and even be- 
tween severe attacks she felt constantly dizzy and ‘‘sea- 
sick’’, The patient was not able to give a very coherent 
story with regard to her sensations during attacks. Often 
before an attack something seemed to snap in the back 
of her head, but more frequently she had the feeling as 
though her head were leaving her shoulders. On a few 
occasions she knew that objects were moving from left 
to right. For the most part she kept her eyes closed 
during an attack and preferred to lie on her back; there 
was no tendency to roll to one side; she never lost con- 
sciousness. She had found lately that any sudden move- 
ment made her feel somewhat nauseated and was apt to 
precipitate an attack. Routine laboratory, Wassermann 
and neurological examinations were negative. No foci 
of infection. 

October 31, 1933. Marked impairment of hearing on 
the left; no useful hearing. Moderate impairment of 
hearing on right. Deafness of mixed type. Caloric 


test—Both sides react about the same; both a little 
sluggish, 


_Operation.—November 22, 1933. DIVISION OF THE 
VESTIBULAR PORTION OF THE LEFT AUDITORY 
NERVE. 


There was no line of cleavage. The upper anterior 
two-thirds of the nerve were divided in this case. There 
was a good-sized artery which made a loop between the 
eighth nerve and the seventh; one could easily have 
picked up this vessel and divided it. Two days later 
the patient stated that objects appeared double when 
she looked to the extreme right; on looking straight ahead 
there was a fine nystagmus, with the quick jerk to the 
right; there was no double vision on looking to the left. 
This nystagmus and double vision gradually disappeared 
during the following week. The patient made an un- 
eventful recovery. 


February 28, 1934. Feeling and looking well, happy, 
no recurrence of attacks. There was a slight hissing noise 
in the ear which did not bother her; no exaggeration of 
the sound, as there was before operation, just preceding 
each of her attacks. She felt that there was some un- 
steadiness in her gait but this was not apparent. She 
could hear better in the right ear because of the diminu- 
tion of the noise in the left. She had returned to work. 


March 6, 1934. Slight reduction of impaired hearing 
on left since operation. Caloric test.—Reaction on the 
right, normal; slight response on the left from the 
vertical canals only. 


CASE 7 


Miss C., aged 68, entered hospital on December 4, 
1933. Fourteen years before this patient had had spinal 
meningitis, with numerous convulsions. At this time she 
apparently made a complete recovery. Six years before 
admission she developed a pain in her left ear. After a 
few days the drum was incised but there was no dis- 
charge. Six months later she had her first attack of 
vertigo; she felt as though she had been struck on the 
top of the head and knocked to the floor. She was able 
to crawl to the telephone and call for help, but had to be 
lifted into bed. She noticed that objects were moving 
in every direction; she herself appeared to be swinging 
about in every direction, even while lying in bed. The 
severe vertigo subsided after a few minutes and was 
followed by severe vomiting which lasted almost a day. 
She remained in bed for several weeks, suffering from 
weakness and general prostration. The patient had had 
many similar attacks at varying intervals from one to 
six months up to the present time. In the letter which 
she wrote just before being admitted to hospital she 
stated that the attacks were so severe and becoming so 
frequent that death was preferable to her existing con- 
dition. During the six years there had been steadily 
progressive deafness in both ears, more marked in the 
left; there had been no tinnitus. Routine laboratory, 
Wassermann and neurological examinations were nega- 
tive. There were no foci of infection. Blood pressure 
130/80. She was practically completely deaf on the left 
side, with marked impairment on the right. Caloric test. 
—Response normal, with a slightly more marked reaction 
on the right, probably not beyond technical error. 


Operation.—December 12, 1933. SECTION OF THE 


VESTIBULAR PoRTION OF THE LEFT AUDITORY 
NERVE. 


In this case a line of demarcation could be seen be- 
tween the vestibular and cochlear portions. The vestibu- 
lar portion was hooked up and cleanly divided, and the 
nerve of Wrisberg and the motor portion of the seventh 


clearly seen. There were no adhesions or vessels ad- 
jacent to the nerve. 


For about a week after the operation the patient 
had a fine nystagmus on looking straight ahead. This 
was somewhat rotary, with the quick component to the 
right. Convalescence was delayed in this patient as she 
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developed a chest infection. Caloric response was ab- 
sent on left side. 


March 20, 1934. A letter received from the patient 
expressing her gratitude for the relief which she had 
obtained. There had been no suggestion of a return of 
severe seizures, but she was still complaining, however, 
of some mild unsteadiness and numbness of the back of 
the head. 


CASE 8 


Mr. B., aged 51 years. This patient had been per- 
fectly well until May, 1929, when he had his first attack 
of severe vertigo ushered in by sharp pain above the 
right ear; the pain lasted about one hour. Buzzing and 
pain always preceded an attack, so that the patient 
always knew it was coming. He would lie down. Ob- 
jects appeared to move upwards towards the ceiling, and 
always moved this way, no matter which side he lay on. 
He eventually vomited. The attack lasted altogether an 
hour or so. In some attacks he partially lost conscious- 
ness. The attacks came on about once a week. There 
had been increasing deafness in the right ear for the 
previous one and one-half years. Between attacks he 
was perfectly well. The Wassermann, routine laboratory 
examinations negative; no foci of infection. 


Examination .by Dr. McGregor. — Degenerative 
changes present in both drums, more marked on right; 
no useful hearing, right; marked impairment, left. 

Caloric test—Marked reactions, equal in intensity, 
but when the right ear was stimulated the patient ex- 
perienced a sensation of going up in an elevator, much 
like his attacks. When the left ear was stimulated he 
had a sensation of going round and round. 


Operation.—March 22, 1934. DIVISION OF VESTIBU- 
LAR PorTION OF RIGHT AUDITORY NERVE. 


A leash of vessels was found superficial to the nerve; 
no line of cleavage. Satisfactory division of nerve; 
seventh nerve seen; a section of the nerve was removed 
for study. Convalescence was very rapid so that the 
patient was up and about one week after operation. 
During the first few days there were slight rotary nystag- 
mus with the quick component to the left, slight double 
vision on looking to the extreme left, no dizziness, no 
facial; hissing in the ear was not nearly so marked as 
before. The portion of the vestibular nerve removed at 
operation was normal on microscopic examination. 


CASE 9 


Mrs. 8., aged 32 years, was well until five years 
before, when she began to have buzzing in the left ear; 
this stopped in a few months. She became pregnant, 
started again, but stopped after the baby was born. 
There were no symptoms until one year before examina- 
tion, when she was again pregnant; she had an attack 
of dizziness which lasted for two weeks; she felt as 
though she were drunk. There were several more at- 
tacks during pregnancy. After the baby was born 
buzzing continued and she had been confined to bed a 
great deal because of dizziness. When she got up, she 
felt as though she were drunk; had nausea. She de- 
scribed objects as moving to the left. The hearing in 
the left ear had been decreasing markedly during the 
year. All routine and laboratory examinations were 
negative. 

Hearing in the right ear was normal. In the left, 
hearing was decreased but still quite useful; she was able 
to hear a voice at 20 feet; with the audiometer hearing 
was reduced forty units on the left. 

The caloric test showed definite hypo-activity on 
both sides. She was kept on the medical side for almost 
four months, and given large doses of bromides and 
iodides. There was no improvement. She continued to 
spend most of her time in bed, had many mild attacks, 
and was continuously ‘‘sea-sick’’, She preferred to lie 
on her right side, especially during attacks. There was 


marked nystagmus on looking to the right, with the 
quick component lateral. There was no change in nystag- 
mus with the head at various angles; she tended to fall 
backwards and to the right. Tinnitus was greatly 
exaggerated before a severe attack. 


Operation—May 1, 1934. SrEcTION OF VESTIBULAR 
PORTION OF LEFT AUDITORY NERVE. 


The patient was apparently making satisfactory 
progress, with a normal temperature and pulse. On the 
tenth day after operation she suddenly became comatose 
and died during the night. Autopsy showed an extra- 
dural abscess, with compression of the cerebellum. 


CASE 10 


Mr. R.L., aged 40 years, was admitted to hospital 
on May 1, 1934. He had always been in good health. 
Up until one year ago he had had no complaints. 
At that time he noticed an attack of sudden dizziness, 
with ringing in his right ear, associated with vomiting. 
This attack lasted three weeks and then cleared up and 
he was well until October. At that time he had a recur- 
rence of the dizziness and ringing in his ear, and since 
then, in October, he had never been free of the noise in 
the right ear, although it had been greater at one time 
than another. The patient had another severe attack in 
November and December. The patient went to see several 
doctors, had all his teeth removed, but the noise per- 
sisted, and when there was low pitch it seemed to start 
the dizzy attacks, and with that he vomited if he stayed 
up. If he lay down quietly he might not vomit. Each 
spell lasted for about four hours. The patient had another 
severe attack in April, and at that time, while walking 
home, he noticed that he staggered considerably, although 
his brain was quite clear, and he kept going to the right 
side and deviating to the right. When he had an attack 
he used to lie on his back in bed, and did not move from 
side to side, as quick turning made him dizzy. The 
attacks usually came on about the noon hour. 


Physical and laboratory examinations were negative. 
The special ear examination will be detailed later. I had 
the opportunity of seeing this patient three hours after an 
attack, when the following notes were made on the 
nystagmus: The patient was lying flat on his back with 
head partially flexed. (a) On looking to right there is 
well marked nystagmus almost horizontal, with quick 
jerk to right. (b) On looking straight forward, fine 
quick nystagmus with jerk to right. (c) On looking to 
left there is no nystagmus. This patient has written 
out a long detailed account of his illness himself. In 
part, he writes as follows: ‘‘I can tell when an attack 
is coming on; the buzzing in the ear becomes louder and 
changes to a lower tone. When trying to walk during 
an attack I feel just the same as a drunken man with a 
sick stomach. My weakness or staggering seems to be 
towards the affected side, in my case the right side, and 


the objects move anti-clockwise or towards the unaffected 
side.’’ 


Operation.—May 2, 1934. SECTION OF THE VESTIBU- 
LAR PORTION OF THE RicHT AUDITORY NERVE. 


In this case there was a good sized vessel cutting 
across and through the vestibular fibres, about 1 cm. from 
the internal auditory meatus. 

After operation the nystagmus was exactly the op- 
posite to that noted during an attack the day before. 
In a week it had practically disappeared. The patient 
returned to work in four weeks and remained perfectly 
well. He was last seen on December 20, 1934. 


CASE 11 


Mr. H.V., aged 42 years, was admitted to hospital on 
May 7, 1934. The patient had noticed buzzing in the 
left ear since the September previously, which re- 
cently had been continuous. In October he had his 
first attack of dizziness. He wakened at 7.00 a.m. and 
was dizzy and unable to turn in bed, because of the 
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feeling of dizzness, which was made worse every time he 
made a quick turn. He was nauseated but did not vomit 
with this attack.. The patient was most comfortable 
while lying on his back. He had a second attack two 
weeks later, which was associated with vomiting and 
dizziness, and just before the attack the buzzing in his 
ear increased and became a low whining note, which in 
subsequent attacks more or less served as a warning to 
him of the onset. The third attack occurred two or three 
weeks later and came on after dinner. The patient had 
had attacks lasting as a rule about four hours, during 
which time he had to lie still; he was unable to get up 
out of bed. The later attacks had been quite severe. 
He did not know of anything which relieved them except 
rest, and after he stopped vomiting he usually gradually 
began to feel better. When he was dizzy things did not 
go round in whirls, but his head felt very unsteady, and 
he felt weak and things seemed unreal to him. The 
patient had noticed some deafness in the left ear, which 
was quite variable. One day he was unable to hear the 
tick of a watch or spoken voice; the next day he was 
able to hear fairly well. The noises always have occurred 
in the left ear. Physical and laboratory examinations 
were negative. 


Operation.—May 8, 1934. SECTION OF THE VESTIBU- 
LAR PORTION OF THE LEFT AUDITORY NERVE. 


May 9, 1934. There was marked nystagmus on look- 
ing to the right. 


May 23, 1934. Up and about. He felt 100 per 
cent better, was cheerful, not draggy and depressed, as 
before operation. He was last seen on December 20, 
1934. 


CASE 12 


Mr. H.P., aged 50 years, was admitted to hospital 
on July 3, 1934. 

Prior to four years before this patient was carry- 
ing on a normal life and felt perfectly well, except 
for a chronic nasal discharge of some twenty-five 
years’ duration, but during the previous four years 
he had become almost totally disabled. The continual 
buzzing in the right ear commenced about four years 
before and about six months later he noticed that his 
hearing was not so acute in this ear and his deafness 
has progressed. Attacks of dizziness had been present 
throughout the full period, but first occurred about 
every two months. Latterly, he had had as many as 
two in one week. They might last anywhere from a 
few hours to two weeks. During the previous two 
years the dizzy spells were heralded by a sudden, 
sharp, ringing noise in the right ear, after which the 
buzzing increased in intensity and the dizziness fol- 
lowed in a few minutes to one-half day. With the 
onset of the attacks, he got a sensation of oppression 
beneath the sternum, and this might sometimes be fol- 
lowed by vomiting, which relieved the oppression but 
not the dizziness. The vomiting accompanied only the 
more severe attacks and varied from a single vomiting 
spell to persistent retching and vomiting of seventeen to 
eighteen hours’ duration, and at which times it was pro- 
jectile in character. During the longer attacks he be- 
came constipated. The patient did not think that the 
attacks were related to the taking of food or to fatigue 
or to excitement. However, if he worked for one or two 
weeks at his usual trade as a carpenter this was always 
followed by an attack. He had never found any means 





of relieving an attack, either by diet, rest or medicine. 
During the past few years the patient had been treated 
for sinus disease in the Ear, Nose and Throat Depart- 
ment of the Toronto General Hospital. He had had 
several operations, but the attacks of dizziness were not 
relieved. Laboratory and physical examinations were 
negative. 

July 15, 1934. The patient was given 15 grams of 
NaCl t.i.d. for two days, at the end of which time he had 
an attack of moderate severity—dizziness, a sense of 
oppression in his chest, but with absolutely no nystagmus. 
He did not vomit. The salt was discontinued on July 
6th. Ammonium chloride, 3 grams with each meal, was 
started on July 11th. In the interval between the two 
treatments the patient had only minor dizziness as during 
previous week. Since ammonium chloride had been taken 
the patient’s symptoms were definitely worse. This morn- 
ing he had an attack as severe as any he had ever had. 
There was no nystagmus, he felt slightly nauseated, but 
had not vomited yet. 

July 17, 1934. The patient had now had 66 grams 
of ammonium chloride over a period of seven days. On 
this date he was worse than he had ever been—marked 
tinnitus, dizziness, and vomiting all day. Nystagmus 
was present at night for the first time since he was in 
hospital. It was present on deflection of the eyes towards 
the left, and also, but to a lesser degree, on upward 
rotation of eyes; it was definitely not present on deflec- 
tion to right or downwards. The ammonium chloride 
was discontinued at night. 


Operation.—July 23, 1934. SECTION OF THE VESTIBU- 
LAR PORTION OF THE RIGHT AUDITORY NERVE. 


Following operation there was nystagmus on looking 
to the side not operated on; this disappeared in a week 
and the patient returned to work a few weeks later. On 
the side operated on the patient was able to hear ordinary 
speech without difficulty at a distance of six feet. 
Special ear examination showed that hearing before and 
after operation was practically the same. Caloric re- 
sponse was abolished by the operation. The patient was 
seen six months after operation and was well. 
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THE RADIOLOGICAL FINDINGS IN PRE-PYLORIC LESIONS* 


By A. C. SINGLETON, M.D., 


Toronto 


‘THE interpretation of small pyloric and pre- 

pyloric deformities, as seen on fluoroscopic 
examination and radiographs of the adult 
stomach, remains one of the most difficult prob- 
lems in radiology. While this portion of the 
stomach may be readily filled with contrast 
media, is easily visualized, and in most cases can 
be palpated without difficulty, a number of 
factors combine to render pre-operative diagnosis 
difficult in many cases, and impossible in a few. 
When a fairly large portion of the pars pylorica 
is involved the diagnostic difficulties are usually 
less, but when the deformity is limited to the 
extreme distal portion of stomach the greatest 
care is required in its interpretation, particu- 
larly in view of the frequency of malignant 
lesions in this segment of the stomach. 

While many excellent papers have been 
written dealing with pathological changes in 
the pyloric end of the stomach, few have been 
limited to the consideration of the small pre- 
pyloric segment in which the greatest difficulty 
has been encountered. For the purpose of the 
present discussion the term ‘‘pre-pyloric region”’ 
will be limited to include only that small distal 
portion of the stomach immediately proximal 
to the pyloric sphincter which is not more than 
two and one-half centimetres in length. 

The radiological diagnosis in these cases is 
arrived at by a careful evaluation of the fluoro- 
scopic and radiographic findings: (a) in the 
pre-pyloric segment; (b) in the remainder of 
the stomach, 

Intrinsic disease in the pre-pyloriec segment 
may be simulated by a number of conditions, 
the commoner of which are: (a) anatomical 
variations of the pre-pyloric segment; (b) 
gastrospasm referred from disease elsewhere; 
(c) involvement in extra-gastric disease by ex- 
tension or adhesions. 


* A paper read at the joint meeting of the sections 
of Radiology of the American and Canadian Medical 
Associations, Atlantic City, June 12, 1935. 

From the Departments of Radiology, University of 
Toronto and Toronto General Hospital. 


ANATOMICAL VARIATIONS 


The commonest anatomical variation in the 
pre-pyloric region takes the form of one or more 
transverse folds or ruge of gastric mucosa, 
situated usually within one and one-half centi- 
metres of the pyloric sphincter, and causing a 
single or double indentation on the lesser curva- 
ture. The fold may be so small as to be barely 
discernible, or large enough to extend well into 
the lumen of the stomach (Cole*). When a 
double fold is present the deformity may simu- 
late an ulcer crater. The differential diagnosis, 
however, is usually not difficult. The absence 
of associated spasm, the passage of peristalsis 
through the deformity, and the absence of a 
six-hour residue, all point to an anatomical 
variation rather than a pathological change. 
The findings remain unchanged on re-examina- 
tion if the whole deformity is due to a pre- 
pyloric fold or folds (Fig. 1A). 


REFERRED GASTROSPASM OF THE PRE-PYLORIC 
SEGMENT 


In the radiological interpretation of pre- 
pyloric deformities spasm is responsible for a 
great part of the difficulty encountered. Re- 
ferred spasm may be due to disease anywhere 
in the abdomen and occasionally also to disease 
in the chest. The most frequent causes are, 
however, pathological changes elsewhere in the 
gastro-intestinal tract, notably gastric ulcer on 
the lesser curvature, duodenal ulcer, gall- 
bladder, and appendiceal disease. Reflex 
gastrospasm may be suspected as the cause of 
pre-pylorie deformity where other co-existing 
gastro-intestinal disease is found. Its proof, 
however, lies in demonstrating a normal pre- 
pyloric segment after such causative lesion has 
been removed or treated satisfactorily, or on 
disappearance of the deformity after the ad- 
ministration of antispasmodics (Fig, 1B). 

With regard to antispasmodics we have found 
that a period of ten days to two weeks on a 
bland diet, preferably accompanied by bed rest, 
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is far superior to any of the so-called anti- 
spasmodies in overcoming gastrospasm, and 
while this causes some delay in arriving at a 
conclusion we feel that the delay is justified in 
view of the results obtained. 


INVOLVEMENT IN EXTRA-GASTRIC DISEASE BY 
ADHESIONS OR EXTENSION 


The proof of the extrinsic disease being the 
cause of the deformity of the pre-pylorie seg- 
ment is the demonstration of the causative 
lesion. This will commonly be found to be 
cholecystitis with pericholecystie adhesions, duo- 
denal ulcer with periduodenitis, or carcinoma of 
the gall-bladder, head of pancreas, or ampulla 
of Vater, with direct extension to the stomach. 
The pre-pyloric segment of the stomach will 
seldom be involved alone in these eases, de- 
formity of the duodenum usually being associ- 
ated, either of the caput or second portion, or 
both (Fig. 1C). 

Of intragastric lesions involving only this 
portion of the stomach the commoner and more 
difficult of differentiation are: (a) annular ear- 
cinoma; (b) pre-pyloric ulcer; (c) hypertrophic 
pylorie stenosis. 

In the above listing it will be noted that we 
have one group which is always malignant, one 
which may be benign or malignant, and one 
which is obviously benign. 


ANNULAR CARCINOMA 


Gastrie carcinoma is unfortunately seldom 
seen when the pre-pyloric segment only is in- 
volved, but at this early stage it frequently 
presents peculiar difficulties in its recognition, 
as it may be closely imitated by pre-pyloric 
uleer, hypertrophic pyloric stenosis, and by re- 
flex gastrospasm. It may be differentiated from 
the above lesions in most eases by the following 
characteristics. The deformity persists and is 
constant on a whole series of films, or on re- 
examination. Peristalsis is absent in the area 
involved and the flexibility of the gastric wall 
is lost. Mucosal markings are absent in the 
lesion and some degree of pyloric obstruction is 
usually present, though occasionally infiltration 
of the sphincter and a gaping pylorus with rapid 
emptying of the stomach may result. With 
careful palpation, with the patient at a 30° 
angle from the erect position, to relax the ab- 
dominal muscles and still maintain some of the 


downward traction on the stomach produced by 
the heavy meal, a mass corresponding to the 
filling defect can usually be palpated (Fig, 2A). 


PRE-PYLORIC ULCER 


When ulceration occurs in the pre-pyloric 
segment the ulcer may be benign or malignant. 
In certain cases carcinomata in this region 
uleerate very early and the appearance on 
radiological examination is that of an ulcer 
rather than of carcinomatous infiltration. On 
the other hand, the consensus is that benign 
ulcers in this region are prone to undergo malig- 
nant degeneration. Haudek? and Orator*® agree 
that about one-third of pyloric ulcers undergo 
malignant degeneration. Hampton‘ reports that 
‘‘the roentgen diagnosis of benign chronic pre- 
pyloric gastric ulcer . . . was not confirmed by 
pathological examination in a single case.”’ 

Benign ulcers unquestionably occur in this 
region of the stomach, though much less fre- 
quently than on the lesser curvature in the pars . 
media. They present many differences from 
ulceration of the pars media as well as the dif- 
ference in potential malignaney. Craters are 
seen less frequently ; spasm is out of all propor- 
tion to the size of the uleer and is much more 
difficult to overcome than referred gastrospasm. 
There is frequently a flattening of the lesser 
curve just proximal to the sphincter, producing 
an asymmetrical deformity. Mucosal markings 
are present, but may be difficult to visualize 
owing to their being crowded together by muscle 
spasm. The lesion seldom, if ever, produces a 
palpable mass. This is probably the most im- 
portant point in differentiation of the lesion 
from malignant pre-pylorie ulcer (Fig. 2B). 

Malignant ulcer in the pre-pyloric segment 
may arise from early ulceration of carcinoma 
or from malignant degeneration of a benign 
ulcer or benign tumour. Its radiographic char- 
acteristics are more clean-cut than in benign 
uleer; the crater is usually deeper and larger 
and is more easily shown. The ulcer crater 
may be larger than is shown on x-ray films 
where the ulcer is of the saddle type on the 
lesser curvature. The crater is usually sur- 
rounded by a definite zone of infiltration, and 
on pressure the ‘‘halo sign’’ of Carman may 
frequently be demonstrated. Spasm is much 
less marked if present and is frequently absent, 
and a mass may usually be palpated correspond- 
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ing to the defect. Pyloric obstruction to some 
degree is usually present and a six-hour residue 
is the rule in these eases. 

It is usually impossible to be sure of the 
innocence of an ulcer in this region by radio- 
logical examination alone. It is not infrequently 
impossible for the surgeon with the abdomen 
opened, or the resected specimen in his hand, to 
be certain whether it be benign or malignant. 
These facts, taken in conjunction with the 
quoted frequency of malignant degeneration of 
benign ulcers in this region, we believe warrant 
the statement that ‘‘in any pre-pyloric ulcer 
within two and one-half centimetres of the 
sphincter the possibility of its being a malignant 
ulcer must be seriously considered’’ (Fig. 2C). 


HYPERTROPHIC PyLoRIC STENOSIS OF ADULTS 


While this condition was described as early 
as 1885 by Maier,> who found 31 cases in 
autopsy material, it is only within recent years 
that it has received the attention it deserves. 
Its etiology is obscure, the three more commonly 
accepted theories of causation being: (a@) muscle 
hypertrophy dependent on long continued or 
recurrent gastrospasm; (b) persistence of a 
congenital hypertrophic pyloric stenosis of in- 
fancy; (c) endocrine or sympathetic nerve im- 
balance, It would seem from a review of the 
recent radiological literature that the condition 
may be divided into two types, namely, that of 
minor degree, associated with other gastro-intes- 
tinal disease, and that in which the pyloric 
stenosis is of greater degree and is the only 
demonstrable lesion. In the series of cases re- 
ported by Kirklin and Harris® 50 of 81 cases 
were associated with other disease of the gastro- 
intestinal tract, notably duodenal ulcer, gastric 
uleer, and chronic cholecystitis with stones. We 
have observed minor degrees of hypertrophy 
associated with other lesions, and have assumed 
that they are caused by spasm and are incidents 
only in the course of the disease causing them. 
Of greater significance is the long narrow lesion 
producing varying degrees of pyloric obstruc- 
tion not due to other demonstrable disease. The 
eases reported by Archer,’ Elmer and Boylan,’ 
Twining® and others were of this type. The 
diagnosis of this condition has seldom been 
made before operation, probably because it has 
not been sufficiently considered in the differential 
diagnosis of pre-pyloric lesions and because of 
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the much greater frequency of annular ecar- 
cinoma which the lesion may closely simulate. 

The defect produced by this lesion may be 
short, or as much as three centimetres in length. 
The lumen of the contracted pylorus is central 
and symmetrical and involves an equal length 
of greater and lesser curvatures. The impres- 
sion obtained is that of a narrow tube immedi- 
ately proximal to and continuous with the 
sphincter, containing ruge markings which are 
usually crowded together. The area of stomach 
involved may contract fully but never relaxes 
completely. On careful palpation one may feel 
a slight sense of resistance over the lesion, but 
a palpable mass is very unusual. In fact, if 
one can palpate a mass associated with the 
defect it is probably an annular carcinoma and 
not a hypertrophic pyloric stenosis. Kirklin 
and Harris® have called attention to indentation 
of the base of the duodenal caput by the hyper-_ 
trophied pylorus as pathognomonic of this con- 
dition. Twining® points out the fact that the 
pylorie sphincter itself may show hypertrophy 
but is usually not an integral part of the hyper- 
trophied pyloric muscle, and a slight notch may 
be seen between the two, The remainder of 
the stomach usually shows quite markedly 
hyperactive peristalsis, in spite of which a six- 
hour residue of considerable amount is nearly 
always present. 

The lesion does not respond to antispasmodics 
and remains unchanged even after long periods 
of Sippy diet and bed rest. The age of the 
patient and duration of symptoms are of little 
value in the differential diagnosis, as the re- 
ported age incidence varies from 14 to over 60 
years, with the peak incidence from 30 to 60. 
The duration of clinical symptoms varies from 
a few months to many years. The condition is 
at least two to three times as common in men 
as in women (Fig. 3A). 

Other less common lesions deforming the 
pre-pyloric segment of the stomach are syphilis, 
polyposis, and escharotie stricture. 

Syphilis of the stomach is seldom if ever seen 
when limited to the pre-pylorie segment as de- 
fined in this discussion. Indeed from the char- 
acter of the changes produced in the stomach 
by syphilis it is doubtful if the patient’s symp- 
toms would bring him to the physician when 
only the small pre-pyloric segment is involved. 
In syphilis of the stomach there is usually seen 
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a widespread soft infiltration associated with a 
moderately large or large defect of filling, with 
absence of gastric ruge and absence of peri- 
stalsis in the involved area and ‘‘absence of 
palpable mass’’. It is usually on fluoroscopic 
examination that the first suspicion of syphilis 
of the stomach is obtained because of the ab- 
sence of palpable mass associated with a large 
filling defect and the peculiar pliability of the 


involved area of stomach. The Wassermann 
reaction will further substantiate the diagnosis. 
Under antiluetic treatment the patient’s symp- 
toms usually disappear quite rapidly, but the 
deformity of the stomach frequently persists, 
due to fibrosis in the gastric wall (Fig. 3B). 
Gastric polypi are seldom limited to the pre- 
pyloric segment, when present they produce 
characteristic globular areas of barium displace- 





Fig. 1—Shows three simulants of intrinsic disease of the pre-pyloric segment. (A) Single 
pre-pylorice fold. Anatomical variation in the pyloric end of the stomach. (B) Reflex gastrospasm of the 
pre-pyloric segment due to benign gastric ulcer on the lesser curve. (C) Deformity of the pre-pyloric 


segment due to direct extension from carcinoma of the head of the pancreas. Fig. 2.—Illustrates three 
of the commoner intrinsic lesions in the pre-pyloric segment. (A) Annular carcinoma. (B) 
Benign pre-pyloric ulcer. The centre of the ulcer crater is on the lesser curve, 1 cm. proximal to the 
sphineter. (C) Malignant pre-pyloric ulcer or early ulcerating carcinoma, (All three diagnoses were 
confirmed by microscopic examination.) Fig. 3.—(A) Hypertrophic pyloric stenosis in an adult. 
(B) Syphilis of the stomach. (C) Gastric polyposis. 
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ment with no interference with peristalsis, and 
do not delay gastric emptying. A large solitary 
polyp may be palpable but multiple small polypi 
ean rarely be felt; the partly filled stomach will 
frequently show polypi in the pars media and 
cardiac end associated with those more easily 
visualized at the pylorus (Fig. 3C). 

Benign stricture due to escharotics pro- 
duces characteristic radiological findings in the 
stomach. Here again usually more than the 
pre-pyloric segment is involved. The defect is 
either a smooth cone with its apex at the 
sphineter or a sharp clean-cut constriction with 
almost complete obstruction, No mass will be 
palpated in these eases. The gastric stricture 
is usually associated with a long smooth conical 
stricture of the lower end of the esophagus and 
a history of having swallowed an escharotic will 
be obtained. 


DISCUSSION 


Of the lesions mentioned above, the ones caus- 
ing greatest difficulty of differentiation are 
those producing moderately short tubular con- 
tractions of the barium shadow in the pre- 
pyloric region, suggesting an elongation of the 
pyloric sphincter. This group comprises an- 
nular carcinoma, pre-pylorie ulcer, and hyper- 
trophic pyloric stenosis, any of which may 
be simulated by gastrospasm of the pre-pylorie 
segment, Repeat examination after the pa- 
tient has been ten days to two weeks on bland 
diet has been found extremely valuable in our 
hands in ruling out local or referred spasm of 
the pre-pyloric segment and pyloric sphincter 


STATISTICAL STUDY OF 2,921 CASES OF APPENDICITIS. 
—In a report of 2,921 cases of appendicitis admitted to 
the Cincinnati General Hospital M. R. Reid, D. H. Poer 
and P. Merrell observed that appendicitis is a disease of 


adolescent and young adult life and that it is twice as 
common in the male as in the female. The average 
elapsed time (3.8 days) between the onset of symptoms 
and admission to the hospital was much too long for 
proper surgical treatment, and the mortality rate will 
remain high as long as patients are not operated on 
earlier. Complications will also be frequent and the 
hospitalization period long. Approximately 60 per cent 
of the acute cases were admitted during the first attack, 
and approximately 40 per cent of all cases were admitted 
after the appendix had ruptured. These facts reveal the 
danger of expectant treatment. The use of purgatives 
was found to lessen very definitely the patient’s chances 
of recovery. The incidence of perforation and death was 


as the sole cause of the deformity. The Was- 
sermann reaction should not be overlooked in 
these cases, though one must not forget that a 
patient can have carcinoma of the stomach and 
a positive Wassermann at the same time. By ~ 
ruling out referred spasm, by re-examination 
after a period of ten days to two weeks on bland 
diet, by knowing the Wassermann reaction, and 
by following the criteria of differentiation above 
discussed, the correct diagnosis of pre-pyloric 
gastric lesions will be made in the majority of 
cases. There will remain, however, a number of 
cases in which the diagnosis before operation can- 
not be established with certainty, and in which 
malignancy cannot be excluded. The high in- 
cidence of carcinoma in this segment of the 
stomach must be borne in mind, and in any 
annular deformity in this region the condition 
may well be considéred malignant, unless strong 
indications of a benign lesion are found at the 
original observation or on re-examination after 
a short interval of dietary treatment. 
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much higher among those who had taken cathartics. In 
more than 40 per cent of the cases of acute appendicitis, 
perforation had occurred before admission to the hos- 
pital and the percentage of perforations has decreased 
very little during the last few years. More than 98 per 
cent of the deaths from appendicitis were due to the 
complications accompanying perforation. The mortality 
rate in acute unruptured appendicitis (0.86 per cent) was 
low in comparison with the mortality rate after rupture 
(with abscess formation, 11.4 per cent; with peritonitis, 
33.9 per cent). The death rates for cases presenting 
abscess and general peritonitis are very high in com- 
parison with the rates reported by many surgeons who 
have adopted the more conservative methods of treatment. 
Since this study was made the authors have been using 
the conservative or Ochsner treatment for the cases in 
which they have thought it was indicated, and plan to 
make a comparison of the death rates at a later date.— 
J. Am. M. Ass., 1936, 106: 665. 
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ARTIFICIAL PNEUMOTHORAX IN LOBAR PNEUMONIA: 
A REPORT OF TEN CASES* 


3y JOHN G. How ett, M.D., RayMonp Lurt, B.Sc., M.D. ANp E. B. Astwoop, B.Sc., M.D., 


Montreal 


|" is surprising, when one considers how long 

and how enthusiastically artificial pneumo- 
thorax has been used in the treatment of pul- 
monary tuberculosis, that it was not used earlier 
in the treatment of lobar pneumonia. 


It was in 1915, when Moritz16 introduced nitrogen 
into the pleural cavity for dry pleurisy, that pneumo- 
thorax was first attempted in acute lung conditions. Not 
until 1921, however, were his good results confirmed by 
Henius.§ Friedemann,? in 1921, was the first to publish 
an account of pneumothorax in lobar pneumonia. He 
postulated that rest to the lung would cause a relief 
of pain, a diminished lymphatic absorption of toxins 
and bacteria, and have a salutary effect on the lung 
itself. His 9 cases showed such hopeful results that 
during the same year there appeared the reports of 
Davids and Burckhardt,3 who agreed heartily with the 
rationale of this procedure. Schottky19 in 1923 ob- 
tained an excellent result in his case. Ibrahim and 
Duken1° in 1928, by repeating their success in the treat- 
ment of 3 children, introduced pneumothorax to pedi- 
atrics, where it met with great favour. Klotz!2 in 
1929 reported 4 cases in children; in 1930 Jahr and 
Neuman11 used it in 5 infants with good results, and 
in the same year Duken® reported 4 additional cases. 
There are only a few scattered references to its use 
during the next 8 years. The English literature remained 
strangely silent on the subject until Coghlan‘ recorded 
his 6 cases in 1932, whereupon Anderson! used it in 
4 cases with uniform benefit and Li1l4 in 6 cases with 5 
successes. It is only during the last three years that 


any great enthusiasm has been displayed on this 
continent. 


The usual experience with the procedure is 
that it relieves or abolishes pain, dyspnea, 
cough and cyanosis, and in many instances 
causes a crisis or an early lysis in the disease. 
To the argument of favourable experience most 
authors add that the inflamed lung is put at 
rest and that the separation of the inflamed 
pleure may prevent the occurrence of empyema. 
Others suggest that the flow of blood and lymph 
through the collapsed lung is slowed and les- 
sened, thereby preventing the absorption of the 
toxins of the disease. One states that after the 
induction of pneumothorax the sputum becomes 
negligible in amount. Another thinks that col- 
lapse prevents the spread of pneumonia to the 


. *From the Medical Department, Royal Victoria 
Hospital, Montreal. 


contiguous lung. The arguments against arti- 
ficial pneumothorax in this connection are as 
yet not coherent or numerous, and up to the 
present time the precautions in its use are not 
well established. No sufficient explanation has 
as yet been offered for the many changes which 
occur following the induction of artificial pneu- 
mothorax in lobar pneumonia. 
is little understood. 


Its mechanics 


The series here presented is a small one—10 
in all. The requirements were that the disease 
be unilateral and the patient an adult. In most 
of the cases three x-ray pictures were taken, one 
before the initial treatment, the second after the 
last refill, and the last just before the patient’s 
discharge from the hospital. 


The technique employed was simple. A seda- 
tive, commonly morphia, if indicated by much 
coughing, was given beforehand. This lessened 
coughing, it made accurate readings of intra- 
pleural pressures possible, and it helped to pre- 
vent interstitial emphysema. The skin was 
sterilized with iodine and alcohol and the chest 
wall was easily and thoroughly anesthetized 
with 1% or 1 per cent novocaine. Pressure 
readings were taken on a water manometer and 
expressed in centimetres of water. Measured 
volumes of air were introduced and readings 
taken after each 50 or 100 ¢.c. had been allowed 
to enter, in order that the mean final pressures 
would not exceed atmospheric. It was considered 
that if these precautions were observed no harm 
could be caused by the procedure. 


CASE 1 


L.M., a female, married, aged 37 was admitted 
February 22, 1934. Lobar pneumonia of the right upper 
lobe in the third day of disease was diagnosed. Tem- 
perature 102.6°; pulse 115; respirations 30. The leuco- 
eyte count was 11,000. Pneumococcus Type I was found 
in the sputum and on blood culture. Artificial pneumo- 
thorax was induced through the second right interspace 
in the midelavicular line as follows: 
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Feb, 23rd, 5 p.m, ILP.-10 - 1 

F.P. - 8 0 150 cc. of air 
Feb. 24th, 4 p.m, LP. — 6 0 

F.P.- 2 + 4 100 ce. of air 


It was decided that the pneumothorax was a pocketed 
one and further fills were not given, No chart of this 
case is presented as no change was indicated that could 
be attributed to the artificial pneumothorax. The patient 
continued to be extremely ill, The pneumonia spread 
throughout the entire right lung and finally a loculated 
empyema formed. The patient was transferred to the 
Surgical Service on March 10th for thoracotomy. She 
recovered. 


CASE 2 


LS., a female, aged 16, was admitted February 9th 
(Chart 1). The diagnosis was lobar pneumonia of the 
right lower lobe, in the second day of disease. There 
was no sputum. The patient complained of slight pain 
in the right side of the back. She was dyspneie and 
suffered from frequent dry cough. The leucocyte count 
was 9,200. The patient appeared not more than moder- 
ately ill. Artificial pneumothorax was induced through 
the 6th right intercostal space in the posterior axillary 
line as follows: 


Feb. 9th, 4 pm, LP.-17 -9 

F.P.- 6 -3 500 ce. of air 
Feb. 10th, 1 pm, ILP.- 8 -4 

F.P.- 5 -3 500 cc. of air 
Feb. llth, 6 pm, LP.-10 -2 

F.P.- 7 +1 300 ce. of air 
Feb. 12th, 3.30 pm. LP.-10 - 3 

F.P.- 2 +2 600 ce. of air 


A uniform collapse to about one-third of the size 
of the normal right lung was produced. There was 
almost complete relief of pain and dyspnea and the 
general condition was much improved. Convalescence 
in hospital was prolonged because of our lack of 
familiarity with this method of treatment. She was 
discharged after 32 days in hospital with 20 per cent 
collapse of the lung and convalescence far advanced. 


CASE 3 


M.R., a male, aged 41, was admitted on February 
16, 1935. A diagnosis of lobar pneumonia of the right 
lower lobe, in the fourth day of disease, was made. 
Pneumococeus Type III was found in the sputum. He 
complained of severe pain, worse on inspiration, in the 
right lower axilla. He coughed and hiccoughed almost 
continuously. There was slight cyanosis of the finger- 
tips. The leucocyte count was 17,000. Artificial 
pneumothorax was induced through the second interspace 
on the right side in the midclavicular line as follows: 


Feb. 16th, 6.30 p.m., LP. -—10 ? 

F.P.- 6 +1 300 ce. of air 
Feb, 17th, 11.30 am. ILP.- 6 -1 

F.P.- 4 +1 400 ee. of air 


The hiccoughing and coughing continued. There 
was great interstitial emphysema of the chest wall. The 
signs of pneumothorax persisted for but a short time 
after each filling. The patient cooperated poorly. The 
attempt to apply this treatment was abandoned. Fol- 
lowing each treatment there was marked temperature 
fall without significant change in the patient’s condi- 
tion. Crisis occurred on the seventh day and a normal 
convalescence followed. 


CASE 4 
J.M., a female, married, aged 31, was admitted 
March 28, 1935. Diagnosis was made of lobar pneu- 
monia of the left lower lobe in the third day of disease. 
Group IV pneumococci were found in the scanty yellow 


sputum. The leucocyte count was 22,800. The patient 
complained of moderately severe pain in the left axilla, 
worse on inspiration and on coughing. The cough was 
frequent and troublesome, and there were moderate 
dyspnea and an expiratory grunt. Artificial pneumo- 
thorax was induced through the second left intercostal 
space in the midclavicular line as follows: 


March 28th, 10.30 p.m, LP.-10 —- 4 
+4 650 ce. of air 


F.P. -— 5 
March 29th, 10.00 am. LP.- 8 +5 
F.P.- 4 +7 350 ce. of air 
March 29th, 10.00 p.m., I.P.- 3 +5 Reading only 
April Ist, 3.30 pm., LP.- 4 -+5 Pressure read- 
ings only 


The pain and dyspnea were completely relieved and 
there was no longer an expiratory grunt. She was dis- 
charged feeling quite well after sixteen days in the 
hospital, and at that time her lung was about half its 
usual volume. On return for physical examination, ten 
days later, there was no evidence of pneumothorax. 


CASE 5 


C.H., a male, aged 42, was admitted on April 15, 
1935. A diagnosis of lobar pneumonia of the right lower 
lobe was made. Type I pneumococcus was found in 
the abundant rusty sputum. He was moderately 
dyspneeic, there was no cyanosis, and he complained of 
a moderately severe pain, worse on inspiration, in the 
right axilla. The leucocyte count was 19,000. The 
patient, who was far from robust, appeared to be, if 
not dangerously, at least seriously, ill. Artificial pneu- 
mothorax was induced through the second right inter- 
space in the midclavicular line as follows: 


- 3 
+1 600 ee. of air 
0 


+3 400 ce. of air 


April 15th, 9 p.m., I.P. - 
va. 

April 16th, 2.30 p.m., LP. - 
Fe. 

April 17th, 11 am. LP. - 


F.P. - 
April 18th, 3.15 p.m., LP. - 
vs. 


0 
+3 200 ce. of air 
-2 
+3 300 ce. of air 


A uniform collapse of the diseased lung to about 
one-third of the normal volume was secured. Moderate 
general improvement followed. The pain and dyspnea 
were permanently and completely dissipated, but the 
bloody sputum, averaging about 75 c.c, daily, continued 
until the twentieth day of the disease. It then became 
bloodless and expectoration ceased a few days later. 
No tubercle bacilli were found on repeated exami- 
nations. Aspiration of 300 ¢.c. of turbid sterile fluid 
was performed on May 11th. The effusion did not 
reaccumulate. There was no sufficient explanation for 
the long continued slight elevation of temperature which 
became normal on the twentieth day. Convalescence in 
hospital was prolonged, because of the elevation of the 
temperature and the abundance of the sputum, to 32 
days. He returned for examination ten days later. The 


examination was then negative and convalescence was 
satisfactory. 


| 
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CASE 6 


J.R., a male, aged 24, was admitted on April 16, 
1935. The patient had suffered with periodic bouts of 
cough, fever and the expectoration of yellow sputum for 
two weeks. Sixteen hours before admission he developed 
abruptly fever, a cough, a severe pain, worse on inspira- 
tion, in the right lower axilla, and began expectorating 
bloody sputum. On examination he was moderately 
dyspneic and there was no cyanosis. He was considered 
to be in the first day of disease. Group IV pneumococcus 
was found in the sputum. The right lower lobe was 
consolidated. The leucocyte count was 5,000. The 
patient appeared to be dangerously ill. Artificial pneu- 
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mothorax was induced in the second right interspace 
in the midelavicular line as follows: 


April 16th, 7 -3 


9 
+3 


pm. LP. —- 
F 500 ¢.e. of air 


. 


April 17th, 9.30 am, LP. - 


Qn crn o1@m 
ow 


PP. - 300 ¢c.c. of air 
April 18th, 1.30 p.m., LP. - 0 

F.P. - +2 150 ee. of air 
April 19th, 5 pm, LP.- 7 +1 

F.P.- 6 +3 150 ce. of air 




















There was some anterior posterior collapse of the 
diseased lobe but it continued adherent to the chest 
wall in the axilla. There was collapse of the healthy 
lung. The dyspnea was slightly relieved and the pain, 
moderately. Two days following the induction of the 
artificial pneumothorax his condition had so improved 
that the prognosis, instead of being bad, was excellent. 
The sputum, at times almost pure blood, increased in 
amount to an average of about 150 c¢.c. daily and con- 
tinued so for more than two weeks after the temperature, 
pulse and respirations were normal and he felt quite 
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well. Tubercle bacilli were not found. Activity during 
his hospital convalescence was much curtailed because 
of the bloody sputum. It was nevertheless rapid. He 
was discharged thirty-two days after admission. On 
return ten days later for physical examination, which 
was negative, he was found to be making a remarkably 
rapid convalescence. 


CASE 7 


M.A., a male, aged 51, was admitted on April 23rd, 
with lobar pneumonia of the left upper and lower lobes. 
Type IV pneumococcus was found in the sputum. He 
was in the second day of the disease. Cough was fre- 
quent and the sputum was rusty. He complained of 
severe pain, worse on inspiration, in the left lower 
axilla and along the left costal border. There were 
moderate dyspnea, an expiratory grunt and shallow 
breathing. Cyanosis was present but slight. The leuco- 
cyte count was 13,000. His disease was considered to 
be of moderate severity. Artificial pneumothorax was 
induced through the second left interspace in the mid- 
clavicular line as follows: 


April 24th, 10 p.m, IP. —10 0 

F.P.- 5 +5 450 ce. of air 
April 25th, 10 am. ILP.- 9 +2 

F.P.- 6 +6 300 ee. of air 
April 25th, 10 pm, ILP.- 8 +4 

F.P.- 5 +5 200 ce. of air 
April 26th, 10 am. ILP.- 6 +4 

F.P.- 4 +5 200 ce. of air 


The x-ray showed the left lung uniformly collapsed 
to about one-half its normal size, but not separated from 
the diaphragm. Cough and pain were greatly relieved. 
There was still on occasion slight pain in the left axilla, 
but dyspnea was completely relieved and there was no 
longer cyanosis nor an expiratory grunt. The sputum 
continued rusty until the temperature became normal, 
its daily volume at first averaging about two ounces; 
it gradually diminished and there was none on discharge. 
He was discharged after eighteen days in hospital. 
There was, by x-ray a small pneumothorax still present 
over the apex. He returned in ten days for examina- 
tion. The examination was negative. The convalescence 
was progressing favourably. 


CASE 8 


G.R., a male, aged 26, was admitted on April 27, 
1935. A diagnosis was made of lobar pneumonia of 
the right upper lobe in the third day of disease. 
Pneumococcus Type I was found in the sputum, There 
was a history of having been ill with bloody urine in 
1928. His urine was bloody on admission and his 
breath had a urinous odour. The leucocyte count was 
26,000. The blood non-protein nitrogen was 118 mg. 
per cent and the creatinine 3.74 mg. per cent. The 
respirations were shallow with an expiratory grunt, 
there was slight cyanosis, and he complained of an 
aching pain in the right axilla and along the right 
costal margin, worse on inspiration and coughing. He 
coughed frequently but there was no sputum on admis- 
sion. He was thought to be dangerously ill. Artificial 
pneumothorax was induced in the 8th interspace, in the 
posterior axillary line as follows: 


April 27th, 8.50 pm, I.P.- 9 -—5 
F.P. - 4 +1 1000 ce. of air 
April 28th, 2.30 p.m, I.P.- 9 - 2 


F.P.- 6 +3 500 cc. of air 
April 29th, 10 am., IP. -10 0 


F.P.- 8 +5 450 cc. of air 


There were physical signs of pneumothorax through- 
out the whole of the right chest. X-ray showed adhe- 
sion of the lateral aspect of the pneumonic area to the 
chest wall, It was considered that the whole lobe was 
notvadherent, but rather that the x-ray shadow was due 
to a broad adhesion and that the diseased area was well 
collapsed antero-posteriorly. The nurses’ notes state 
that following the initial pneumothorax: ‘‘Pain was 
relieved and respirations improved immediately.’’ On 
the day following the induction he read the morning 
paper. The expectoration of bloody sputum, about an 
ounce daily, began on the day following the pneumo- 
thorax induction and continued for four days, but there 
was no cough except that associated with expectoration. 
Because of the hemorrhagic nephritis the patient was 
detained in hospital for thirty-nine days. He felt per- 
feetly well. The sedimented urine on discharge con- 
tained rare red blood cells and granular casts; the 
blood non-protein nitrogen was 29.4 mg. per cent, and 
the creatinine was 1.16 mg. per cent. 


CASE 9 


E.V., a female, married, aged 46, was admitted on 
May 8th. A diagnosis was made of lobar pneumonia, 
right lower lobe, and of acute left otitis media. The 
leucocyte count was 17,000. Type III pneumococcus 
was found in the sputum. She complained of pain and 
deafness of the left ear; pain, worse on inspiration, in 
the right lower axilla; pain on movement of the right 
shoulder; and of tightness in the chest behind the 
sternum. There was no dyspnea, cyanosis, or sputum 
on admission, but cough was troublesome. Her illness 
appeared to be one of moderate severity. Artificial 
pneumothorax was induced through the second right 
interspace in the midclavicular line as follows: 


May 8th, 9.15 pm, LP.- 8 -1 

F.P.- 4 +2 500 ee. of air 
May 9th, 11 pm, IP.- 6 +1 

F.P.- 5 +3 400 ce. of air 
May 10th, 11 am, IP.- 4 +1 

F.P.- 4 +3 200 ce. of air 
May llth, 10 pm, IP.- 4 +2 

F.P.- 4 +3 100 ce. of air 


The x-ray after the last refill showed the lung to 
be uniformly collapsed to about one-half its normal 
volume. The patient’s general condition appeared to 
be considerably improved, The acute pain in the right 
axilla was much ameliorated. There was no longer 
tightness of the chest. Cough continued to be trouble- 
some and the expectoration of bloody sputum began on 
the day after admission and averaged an ounce daily. 
The sputum gradually improved in colour and diminished 
in amount, until it disappeared on May 22nd. The 
patient became quite jaundiced, the ear discharged, and 
a mastoiditis developed. She was transferred to the 
Department of Oto-Laryngology and operated on, on 
May 27th. Pneumococeus Type III was found in the 
abundant green pus from the mastoid cells. Twenty c.c. 
of sterile turbid fluid were aspirated from the right 
pleural cavity on May 26th. There was no reaccumula- 
tion. There was no evidence of pneumothorax on June 
Ist and convalescence is now progressing satisfactorily. 


CASE 10 


J.R., a male, aged 44, was admitted on May 9, 
1935. A diagnosis was made of lobar pneumonia of 
the right upper and lower lobes. He was in the fourth 
day of the disease. Group IV pneumococcus was found 
in the bloody sputum. He was dyspneic, very cyanotic, 
and complained of severe pain in the right axilla and 
back. The leucocyte count was 13,000. His condition 
was desperate. Artificial pneumothorax was induced 


through the fourth right interspace in the midclavicular 
line as follows: 





| 
| 
| 
| 
| 


nnn 





ie 


April 1936] 


HOWLETT AND OTHERS: ARTIFICIAL PNEUMOTHORAX 391 








May 9th, 3 pm, LP.- 7 -2 


F.P.- 3 +3 250 ce. of air 
May 10th, 1.30.pm, LP.- 8 +1 
F.P.- 5 +5 100 ce. of air 


The pain and dyspnea were greatly relieved. There 
was evidence of thin pneumothorax over the right chest, 
in the anterior superior aspect. His general condition 
was not in the least improved and he died. There was 
no autopsy. . 


TECHNIQUE 


An additional precaution suggested itself fol- 
lowing the occurrence of a loculated empyema 
in the first case, In this case the needle was 
inserted through the second right interspace 
immediately over the diseased right upper lobes 
and later one of the loculations of the empyema 
was found to extend from the second interspace 
towards the apex. It is well known that needle 
puncture of pneumonie lungs has frequently 
been done without being followed by empyema, 
but when the pneumothorax is being induced 
the needle can be inserted through an interspace 
away from the diseased lung and so save the 
procedure from suspicion should an empyema 
develop. It is also known that intrapleural 
pressures vary appreciably, depending on the 
position of the patient, and this may be an im- 
portant consideration from the investigator’s 
point of view. 

Knowledge of the amount of air to be given 
and the frequency of the refills is best acquired 
from experience, but some rough criteria may 
be advaneed. When air is being allowed to run 
in and a considerable volume does not cause a 
rise of the mean pressure to the atmospheric 
level, one must be guided as to the amount by 
the relative size of the patient and the shift of 
the mediastinum as measured by the outward 
movement of the cardiae apex. It is probably 
ill-advised to cause any considerable shift of the 
mediastinum, for fear of causing circulatory 
embarrassment. Increasing respiratory embar- 
rassment would of course be a contraindication 
to any further injection of air, but we have not 
met with this symptom in any of our cases. The 
largest volume given in this series at one time 
was 1,000 ¢.c., which produced no detectable 
outward shift of the cardiac apex. A second 
filling is advisable about twelve hours after the 
first. If on physical examination the pneumo- 
thorax has become smaller, and the pressures 
have become more negative, it is presumed that 


the air is being rapidly absorbed. Subsequent 
treatments are to be given at intervals of twelve 
hours, or until such time as the pressures are 
evenly maintained ; the intervals are then length- 
ened or the treatments stopped. 


The use of morphia or other similar drug may 
have some objection from the investigator’s 
point of view, Morphia corrects reflex dyspnea 
to some extent. As observations on dyspnea, 
intrapleural pressures, and other associated phe- 
nomena were being made it was usually omitted 
in this series. Its use, however, is advisable in 
the routine of ordinary treatment. 


CLINICAL OBSERVATIONS 


The amelioration of pain was quite definite. 
After the pneumothorax had been induced it 
was occasionally noted that whilst the severe 
pain, aggravated by inspiration and coughing, 
had disappeared there remained a dull, not 
severe, ache, sometimes made a little worse by 
the deepest inspirations. 


The relief of dyspnea after the induction of 
the pneumothorax was also a notable feature. 
Frequently breathing was still moderately rapid, 
but it was deeper; there was no longer a respira- 
tory grunt, and the patient was freed of the 
distress commonly so marked because of these 
symptoms. 

Cough was lessened in most, though not in all, 
cases. In one case it was so persistent that it 
was responsible for a great tissue emphysema, 
and the effort to maintain the pneumothorax had 
to be abandoned. Except in the fatal case, 
cyanosis was not a very marked sign in this 
series. The clinical observation was that when 
present it was lessened, and that no cyanosis 
developed after artificial pneumothorax had been 
instituted. It is quite impossible to be sure 
clinically of minor changes in arterial blood 
oxygen saturation, and arterial punctures for 
estimations of this nature were not made. 


There was no evidence that the induction of 
the pneumothorax coincided with the diminu- 
tion in the amount of expectoration, Indeed, 
the expectoration of large amounts of sometimes 
very bloody sputum started after treatment had 
begun, and continued beyond the time usually 
noted in lobar pneumonias not so treated. 

No profuse diaphoresis followed the treat- 
ments, nor did any unusually early crisis oceur. 
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Lysis occurred in 5 patients. In 3 eases the 
fever fell by crisis on days of disease common 
to pneumonia patients. In 3 of the patients, 
whilst the lysis was quite definitely begun early 
in the disease, it was markedly prolonged and 
in 1 ease the temperature did not become normal 
until the twentieth day. It was anticipated that 
the intrapleural pressures would be markedly 
negative when the needle was first inserted in 
the pleural space. One ease, I.S., had an initial 
pressure of —17 em. of water on inspiration and 
—-9 on expiration. The others, contrary to 
expectation, appeared well within normal limits. 

The final and most important observation was 
that, with the exception of the one who died, 
there was improvement subjectively and objec- 
tively in the general condition of the patients. 
So marked was this improvement in some that 
it was a matter of no inconsiderable surprise to 
the observers. The only serious complication 
was the occurrence of empyema in the first case. 
Small sterile effusions occurred in two cases, but 
these perhaps ought not really be termed com- 
plications. 


THEORETICAL DISCUSSION 


The explanation of the relief of pain appears 
to be the one usually advanced, that is, the 
separation of the inflamed pleural surfaces. 
Why there should continue to be a dull ache in 
the side of the chest when once the surfaces 
have been separated is difficult to answer. It 
may be that the parietal pleura, having already 
been inflamed and made cedematous because of 
its closeness to the visceral pleura of the dis- 
eased lung, is responsible for this pain, particu- 
larly when it is stretched by the movements of 
the chest wall. 

The problem of providing an explanation for 
the dissipation of the dyspnea is a much more 
difficult and important one. The consensus 
would ascribe the dyspnea of lobar pneumonia 
to pleural pain and to an increased sensitivity 
of the Hering-Breuer reflex. Anoxemia is prob- 
ably of minor importance. The relief of pleural 
pain has already been discussed. The under- 
lying factor leading to increased sensitivity of 
the Hering-Breuer reflex has not been estab- 
lished, so it would serve no useful purpose to 
discuss the relief of dyspnea from this cause. 


Change of cyanosis was not a remarkable 
feature in this series, and it would be ill-advised 
to volunteer an explanation of a phenomenon, 
concerning which we have as yet no accurate 
measurement. 


If cough is diminished, and it seems to be, the 
diminution may also be due to the correction 
of some mechanical change or strain which is 
imposed by the disease on the bronchi. 


One may with ease believe that some advan- 
tage may accrue from putting the diseased lung 
at rest, and collapse of the lung almost certainly 
rests the lung from a ventilatory point of view. 
These factors may be responsible for lessening 
the absorption of noxious products from the 
diseased focus, but our knowledge of the signifi- 
cance of any such toxie absorption is so sketchy 
that discussion of this point is futile. 


In concluding these purely theoretical con- 
siderations, it is easier to believe that the general 
improvement noted in the patients is due to the 
relief of distressing symptoms and the better 
oxygenation of blood rather than to any 
eryptogenic immunological changes that the 
pneumothorax may have brought about. 


SUMMARY AND CONCLUSION 


1. Ten selected cases of unilateral lobar 
pneumonia have been treated by artificial pneu- 
mothorax, and suggestive rather than conclusive 
therapeutic results have been obtained. 


2. Relief of pain, dyspnea and cyanosis was 
usually observed. 


3. The mechanism of the relief of these symp- 
toms is discussed. 


We are greatly indebted to Professor J. C. Meakins 
for permission to use the material in this series. 
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HODGKIN’S DISEASE OF BONE* 


$y M. C. Morrison, M.D., 


Department of Radiology, University of Western Ontario, 


London, Ont. 


PURING the past few years it has become 

apparent that the field of diagnostic roent- 
genology in the demonstration of pathological 
processes in the living has been extended to 
include the changes in bone which have for 
some time been observed at necropsy in Hodg- 
kin’s disease. Further, it would appear not 
unlikely that certain features regarding the 
nature of the involvement and the radiographic 
appearance of these bone lesions may be of 
special importance in relation to the nature of 
this malady which has been recognized but not 
understood for the past 103 years. 

The intracerebral inoculation experiments on 
‘abbits by Gordon® and a recent pathological 
analysis of 33 fatal cases of this disease by 
Krumbhaar® favour an infectious origin, with 
suggestions of a virus, but against this theory 
are the absence of a demonstrable organism, the 
apparent failure to produce immunity, the lack 
of transmissibility to lower animals, and the 
steady malignant progression to a fatal termina- 
tion, the total absence of cures being undupli- 
cated in any known infection. 

Advocates of the inflammatory nature of the 
disease have coined the term ‘‘Hodgkin’s sar- 
coma’’ for those cases showing definite transi- 
tion stages to undeniable neoplastic states, and 
in support of this theory we have the unusual 
ease reported by Welch™ in which an enlarged 
cervical gland removed six months ante mortem 
showed a lymphogranulomatous structure, while 


* Read at the combined meeting of the American 
and Canadian Medical Associations at Atlantie City, 
Section of Radiology, June 14, 1935. 


tumours removed at necropsy from the neck, 
liver and lung showed replacement of lym- 
phocytes by large round sarcoma-like cells. 
Warthin,”° however, believed that Hodgkin’s dis- 
ease and so-called Hodgkin’s sarcoma both 
originated in the perivascular reticulo-endo- 
thelium, and that the latter represented a 
creater differentiation of the cell, no type in 
his opinion being explainable on the basis of 
an inflammatory reaction. Ewing* held that 
mediastinal Hodgkin’s disease furnished a large 
proportion of cases terminating in sarcoma, al- 
though the change in the morphological char- 
acter was often insidious. 

Histologically, the term ‘‘Hodgkin’s group’’ 
has come into use as a convenient term to repre- 
sent that undifferentiated group of atypical 
eases which seem to be a series of gradations be- 
tween typical lymphadenoma, leukemia and 
lvmphosarcoma, but most eases seem to fall into 
one of the following types: the usual produc- 
tive inflammatory type showing reticulo-endo- 
thelial cells and fibrosis; the hyperplastic type 
with fewer giant cells and less fibrosis; and the 
tumour type, the latter differing from the others 
in its infiltrative and destructive behaviour to- 
ward the surrounding tissues, its systemic 
spread, and the longer course of the disease. 


Mention should be made of the plausible 
hypothesis of Medlar® that the. primary Hodgkin 
lesion is a derangement of hematopoiesis in the 
bone marrow, which conforms to all the require- 
ments of our accepted designation of malig- 
naney, and that all outside lesions should he 
considered as hematogenous tumour growths. 
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The apparent selectivity of lymphatic involve- 
ment is unexplained and admittedly is observed 
in both infections and carcinoma, but, indeed, 
the idea that the real cause of malignant tu- 
mours may be an infectious agent should still 
be borne in mind, as this possibility has not 
been disproven. In all this controversy it is 
noteworthy that the pathologist has considered 
the problem chiefly on the basis of the genesis 
of lymph-node tumours, whereas information as 
to the distribution and sequence of involvement 
would also appear to be a pertinent factor. 


BoNE INVOLVEMENT 


Various clinical and post-mortem studies of 
Hodgkin’s disease during the past ten years 
indicate that the osseous system is involved in 
from 10 to 50 per cent of cases irrespective of 
the age of the patient. Clinical evidence of 
lymphadenopathy usually precedes signs of bone 
involvement by a few months to a few years, 
but Blount? in 1929 reported a case in which 
involvement of the spine and shoulder preceded 
the general enlargement of the lymph-nodes, 
while more recently cases have been reported by 
Krumbhaar’ and Livingston’ in which the lymph 
glands were not involved at necropsy, although 
definite Hodgkin’s disease existed in the bone. 
These cases, although few, must be accepted as 
evidence in favour of the possible primary 
nature of the osseous lesions. Favorite sites for 
the bone lesions are the spine, pelvis, sternum 
and skull, with the ribs, humerus, femur and 
clavicle showing less frequent incidence. 

No special symptoms appear to point to bone 
involvement, although pain, due to bone necrosis, 
pressure on nerves or actual invasion of nerve 
roots may be expected in about half the cases, 
while signs of cord compression and girdle pains 
are commonly observed in lesions of the vertebre. 
Spontaneous fractures have been reported. 

Pathologically, the bone lesions would appear 
to conform to four distinct types: (1) pressure 
erosion from enlarged lymph-nodes due to 
mechanical interference with the blood cireula- 
tion in the periosteum, and characteristically 
observed in the dorsal spine; (2) granulomatous 
periostitis following rupture of the capsule of 
an adjacent Hodgkin’s lymph-node, as seen 
in sternal and rib involvement; (3) invasion of 
the medulla and replacement of the marrow by 
tissue identical in composition with that of 


Hodgkin’s lymph-nodes, resulting in loss of bone 
density and disintegration of bone structure. 
This latter, and commonest, type is usually as- 
sociated with considerable pain of a boring 
character, unrelieved by rest, in contradistinc- 
tion to the pain of bone tuberculosis. The fourth 
type of osseous change in Hodgkin’s disease is 
of the nature of a hyperplasia, characterized by 
an increase of the cells normally manufactured 
there, resulting in increased density. 

As ably demonstrated by Craver and Cope- 
land* in their recent comprehensive review of 
this subject, radiographic changes may fre- 
quently be observed in bones without any clini- 
eal evidence of such involvement, and warrant 
routine x-ray studies of the skeletal system. 
While roentgenological changes usually appear 
early, evidence of the disease in bone has been 
found at autopsy without demonstrable radio- 
eraphie changes. Most often the bone first 
assumes a mottled appearance, due to replace- 
ment of the spongiosa by granulomatous tissue. 
This is followed by a decrease of density repre- 
senting foeal necrosis, Occasionally larger areas 
of destruction develop and present the typical 
appearance of neoplasm. Erosion of the cortex 
suggesting pressure has been observed, while 
gross thickening and lifting of the periosteum 
is the usual picture seen in rib and sternal 
involvement. Osteoplastic changes have been 
reported in relatively few instances, rarely as 
a separate process, oftener as a zone of defence 
circumscribing a destructive process, and always 
probably representing the reparative efforts in 
a more chronic process. In the vertebre, de- 
struction and collapse are the rule, with fre- 
quent multiple involvement, but the disk 
cartilage usually remains intact. 

In the differential diagnosis, metastatic car- 
cinoma bears the nearest resemblance especially 
to the purely osteolytie types which may be 
indistinguishable roentgenologieally. In lesions 
showing some osteoplasia differentiation must 
be made from malignaney secondary to the 
prostate, breast, kidney and thyroid, in which 
case a primary tumour should be searched for. 
Periosteal types of involvement eliminate the 
probability of carcinoma, but here Ewing’s 
tumour and syphilis must be ruled out, as all 
may show laminated periosteal proliferation 
with lifting. In infants leukemic involvement 
of bone may be manifested by periosteal thick- 
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ening due to lymphatie proliferation beneath 
the periosteum and replacement of the bone 
marrow by similar tissue. Here however the 
lesions are more uniform and symmetrical and 
may involve all the long bones, including the 
phalanges, while the blood picture is character- 
istic. Bone changes due to lymphosarcoma also 
may be manifested by irregular condensation 
with pseudo-cystic areas or erosion and very 
little new-bone formation, and may require 
biopsy for differentiation, A chronic inflam- 
matory process must be ruled out, while erosion 
of the dorsal vertebre by aneurysm may closely 
resemble that due to enlarged Hodgkin’s lymph- 
nodes. 

Prompt relief from pain is to be expected in 
most cases after roentgen therapy. Brailsford* 
reported that the more prompt response to 
x-radiation may be used to differentiate the 
lesions from carcinoma, while continued treat- 
ment may result in bone regeneration to the 
degree of consolidation after spontaneous frac- 
tures. The process however is frequently a 
diffuse one, and poverty of blood often precludes 
adequate radiation of the lesions. 

Considering our knowledge of the bone mani- 
festations of this disease in the light of the 
infectious and neoplastic theories concerning its 
nature, it must be admitted that in both Hodg- 
kin’s disease and the various forms of chronic 
osteitis and infectious granuloma we see areas 
of destruction surrounded by sclerosis and, ex- 
cept in tuberculosis, new bone formation. How- 
ever, the predominant incidence of bone infec- 
tions in childhood, the usual history of acute 
onset, with clinical evidence of pain and fever, 
the tendency to abscess formation, sequestration 
and frequent periosteal and epiphyseal involve- 
ment, are all features characteristic alone of 
bone infection. In Hodgkin’s disease the inter- 
vertebral disk cartilage remains intact, whereas 
it is usually the seat of early fragmentation and 
destruction in an inflammatory lesion. More- 
over, an infectious process fails to yield to 
moderate irradiation or becomes aggravated, 
whereas a prompt response is the rule in Hodg- 
kin’s bone lesions and a feature more in com- 
mon with chronic malignant affections. The 
distribution of the bone lesions in Hodgkin’s 
disease is in accordance with that observed in 
metastatic carcinoma, while the occurrence of 
pathological fractures is a feature common to 
both processes. It is true that bone sarcoma 


usually metastasizes via the blood stream to the 
lungs and that the occurrence of lymphatic in- 
volvement in association with the bone lesions is 
more in keeping with an inflammatory disease, 
but this point is subject to further evaluation 
pending knowledge concerning the sequence of 
these manifestations. 

The evidence as presented therefore shows a 
decided leaning to the neoplasm theory. A neo- 
plasm may be defined as a cell proliferation 
which serves no useful purpose and does not 
represent a defence reaction to a foreign agent. 
The commonly recognized forms are essentially 
lesions of a local group of cells for an initial 
portion of their clinical course, but in lympho- 
sarcoma, the leukemias and the Hodgkin’s 
group, the frequent involvement of the liver, 
spleen, lymph-nodes and bone marrow in various 
sequence warrants consideration of a hypo- 
thesis of neoplasm of a whole system of cells, 
such as the reticulo-endothelial system, and that 
any area where such tissue is found, including 
the bone marrow, may be the primary focus for 
the disease. On this basis one can reconcile the 
apparent exception to the rule of primary bone 
malignaney being a single lesion. This concep- 
tion regarding the nature of Hodgkin’s disease 
permits consideration of the periosteal and pres- 
sure erosion types of involvement as direct ex- 
tension processes, while the associated lymphatic 
and visceral lesions represent accessory primary 
foei. 

The following cases* demonstrate the multiple 
malignant characteristics of Hodgkin’s disease 
and are of interest from a _ roentgenological 
aspect. 


CASE 1 


G.S., male, aged 1 year, was perfectly well until six 
months previously, when he fell off a table, hitting his 
head on the floor. A large swelling about two inches in 
diameter and non-fluctuating appeared over the left 
temporal region and remained constant in size, There 
was no ptosis or lymphadenopathy. Roentgenological 
studies of the head demonstrated definite rarefaction of 
the temporal bone in the temporal fossa at the origin 
of the zygoma. There was complete loss of definition of 
the malar bone and the developing upper teeth seemed 
to be resting without bone foundation in the upper 
maxilla. There was no evidence of aeration of the sinuses 
and apparent destruction of the antral wall. Studies one 
month later (Fig. 1) revealed large sharply defined areas 
of rarefaction of both tables in the mid-parietal zone on 
the right side. The appearance at this time suggested 
neoplastic invasion, possibly arising from the choroid and 
extending back along the optic nerve, involving the sella 
and with direct or metastatic extension into the sur- 
rounding bone. The radiographic appearance of this 


*From the records of University Hospital, Ann 
Arbor, Mich. 
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lesion was considered essentially neoplastic in character 
rather than inflammatory. All the laboratory examina- 
tions were negative. Two weeks after the demonstration 
of the bone lesions, the swelling appeared larger, and 
slight enlargement of the posterior cervical lymph-nodes 
was noted on the left side. A biopsy of the posterior 
cervical glands was reported on by Dr. C. 8. Weller as 
‘atypical Hodgkin’s disease’’ or so-called sarcomatous 
Hodgkin’s. The child’s condition grew steadily worse. 
Large swellings appeared on the neck, the face became 
swollen, and the whole body covered with petechial 
hemorrhages, followed soon after by death. The post- 
mortem diagnosis was sarcomatous Hodgkin’s disease, 
with neoplastic infiltration of periosteum and substance 
of the parietal, temporal, sphenoid and zygomatic bones. 





Fig. 1 Fig. 2 


CASE 2 


R.N., male, aged 69, complained of dyspnea, cough, 
edema of legs, swellings in axille and groins for two 
months with 15 Ibs. loss of weight. Physical examination 
showed enlarged cervical, axillary and inguinal glands 
varying in size from one to three cm., some in the groin 
being the size of an egg. The liver was enlarged, the 
lower border being 10 cm. below the costal margin. 
Both extremities were edematous. Laboratory studies 
showed a moderate secondary anemia and a relative 
lymphocytosis. X-ray examination of the chest revealed 
a non-pulsating tumour mass in the mediastinum and 
bulging of the first portion of the aortic arch. 


Deep x-ray therapy resulted in a marked diminution 
of the mediastinal shadow and of the enlarged glands in 
the cervical, axillary. and inguinal regions. The patient 
was sent home with the edema relieved and his general 
condition greatly improved. He returned two months 
later with a recurrence of symptoms, became gradually 
weaker, and died six months after the onset of symptoms. 
The post-mortem findings were sarcomatous Hodgkin’s 
disease, marked enlargement of retroperitoneal lymph- 
nodes, less marked hypertrophy of the mediastinal and 
superficial nodes, and metastases in the liver. The first 
portion of aortic arch was moderately dilated, and a large 
circular growth was attached to the posterior aspect of 


the sternum, with marked associated periosteal prolifera- 
tion. 


CAsE 3 


O.G., male, aged 19, reported swelling of the neck 
for 1% years before admission to hospital, Examination 
revealed moderately enlarged cervical and inguinal 
lymph-nodes. Biopsy of a cervical node showed 
Hodgkin’s disease. Three months later he developed 
kyphosis at the level of the twelfth dorsal vertebra, also 
a limp and pain in left hip and knee. X-ray studies 
at that time revealed a destructive process of the twelfth 
dorsal vertebra (Fig. 2) and in the left sacro-iliac 
synchondrosis (Fig. 3). 


A plaster cast was applied and x-radiation given to 
the spine, chest and pelvis, resulting in a marked decrease 
of pain. The patient died 11 months after recognition of 
the bone lesions. No post-mortem studies were available. 


COMMENT 


The desirability of routine roentgenological 
studies of the skeletal system in Hodgkin’s dis- 
ease is most obvious, not only because of the 
frequency of bone involvement but also to 
enhance our knowledge concerning the sequence 
of changes and gen- 
eral nature of this 
obscure disease, whose 
key may well be that 
of the whole problem 
of cancer. A knowl- 
edge of the general- 
ized character of 
disease permits the 
radiotherapist to ree- 
ognize and investigate 
atypical symptoms at 
an early stage and 
apply suitable treat- 
Fig. 3 ment. 

SUMMARY 

1. The present status of our knowledge con- 
cerning the nature of Hodegkin’s disease is re- 
viewed. 

2. Bone involvement in Hodgkin’s disease is 
discussed, the deductions pointing to a neoplastic 
conception of the disease, possibly primary in 
bone in some instances. 

3. Cases of Hodgkin’s disease are reported 
showing the following features: apparent onset 
of the disease in the skull; multiple involve- 
ment of bone, and medullary and _ periosteal 
types of the process. 
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OXYCEPHALY, WITH THE REPORT OF TWO CASES IN 
A BROTHER AND SISTER 


By Davi L. Kier, M.D., D.P.H. Ano A, E. Cute, M.D., 


Children’s Memorial Hospital, 


Montreal 


OXYCEPHALY, often referred to by the 

vague term ‘‘tower skull’’, is a condition 
associated with premature synostosis of the 
cranial sutures, giving rise to abnormal de- 
velopment of the skull and hindrance to the 
normal expansion of the growing brain. Greig,® 
in his extensive monograph on the subject, 
makes clear the distinction between true and 
delayed oxycephaly and what he terms ‘‘false 
oxycephaly’’. True oxycephaly is recognizable 
at birth. There is a general cranio-facial 
synostosis which is often associated with syn- 
dactyly and allied deformities of the ex- 
tremities. The disturbance is embryonic and 
takes place during the formation of the fingers. 
It may continue to that period of development 
when the joints are being completed, thus 
accounting for some degree of limitation of 
joint movement. The exaggerated cranial de- 
formity is produced by the rapid growth of the 
brain in infaney exerting its force against a 
skull whose sutures are undergoing premature 
and complete obliteration. The cranial involve- 
ment is the essential feature of this clinical 
entity, while the somatie defects may be entire- 
ly absent. 

Delayed oxycephaly manifests itself in child- 
hood. In this type it is uneertain if the facial 
sutures participate in the premature cranial 
synostosis. The objective signs and symptoms 
are less marked, and there are no concomitant 
deformities of the extremities. False oxy- 
cephaly presents premature synostosis of one or 
a few of the cranial sutures. There is no 
involvement of the base of the skull and there 
are no abnormalities of the extremities. In con- 
trast to the condition under discussion, micro- 
cephaly presents premature synostosis of the 
sutures for an entirely different reason. In the 
latter, the sutures become obliterated because 
of the cessation of brain growth, and there is 
no evidence of the adjustment of the skull to a 


brain growing under the abnormal condition of 
premature synostosis. 

We present two typical cases of true oxy- 
cephaly, which are of special interest since 
they occurred in a brother and sister. 


CASE 1 


L.B., a female Hebrew child, aged two and a quarter 
years, was brought to the Out-patient Department of the 
Children’s Memorial Hospital on June 27, 1933, and 
was admitted for routine investigation. The child had 
not been well for the previous five weeks. She looked 
tired, and complained of a tired feeling, most of the 
time. Her appetite was poor and she coughed occasional- 
ly. There was no history of headache, vomiting, vertigo, 
or convulsions. 

Past history.—The patient was born at full term, by 
normal delivery, weighing six and a half pounds. A 
lump was present on the head at birth (probably a caput 
suecedaneum). She was breast fed up to three months, 
when artificial feeding including two teaspoonfuls of cod 
liver oil was instituted. At two months of age a physi- 
cian was consulted because the ‘‘head was high’’, but 
no significance was attached to this feature. At eight 
months of age she was admitted to another hospital for 
x-ray treatment for an enlarged thymus. At this time 
the head was described as normal in shape. The fon- 
tanelles were closed and there was no evidence of 
craniotabes. She walked at nine months and talked at 
thirteen months. She had had chicken-pox and one 
attack of urticaria. 

Family history.—Both parents are of only fair in- 
telligence. The father is thirty-six years of age and has 
been married twice (Cases 1 and 2 are children of the 
second marriage). The mother, the second wife, is thirty- 
four years of age and is in good health. One half sister, 
fourteen years of age, presents definite stigmata of 
degeneration. Her face is asymmetrical; she is short- 
sighted and has some degree of exophthalmos. Her right 
eye is more prominent and on a slightly higher plane 
than the left. The eyes are said to have been more 
prominent in early childhood. Radiograms of her skull 
show no signs of oxycephaly. One sister, aged seven 
and a half years, is normal, and radiograms of her skull 
show no signs of oxycephaly. One brother (Case 2) is 
definitely oxycephalic. The eyes of the maternal grand- 
mother and great-grandfather are said to have been 
prominent, but a photograph of the former does not 
corroborate this statement. 

Physical examination.—The height was thirty-four 
inches and the weight 25 pounds. Exophthalmos, the 
most striking feature, was particularly marked in the 
right eye. It was associated with a rather heavy-lidded 
expression,? quite unlike that seen in exophthalmie goitre. 
The movements of the eyeballs were normal, and there 
was no strabismus or nystagmus. The pupils were 
centrally placed and reacted to light and accommodation. 
The conjunctive were clear and did not present an icteric 
tinge. The child reacted quickly to questions, had the 
average intelligence for her age, and apparently could 
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see and hear. The head was brachycephalic, and had a 
cephalic index of 86. The occipto-frontal circumference 
was seventeen and three-quarters inches. Palpation of 
the cranial vault revealed some interesting findings. The 
metopic suture line (the suture between the two halves 
of the frontal bone in the new born) jutted out slightly. 
It was keel-like and sharp in its lower portion but 
broader at its upper end. The bregma projected up- 
wards as a smooth, round, bony prominence, the size of 
a large marble. The sagittal suture line bulged slightly 
in its entire length. There was some degree of outward 
bulging in the region of the temporal fossa on each side. 
The sites of the posterior fontanelle and of the lower 
ends of the coronal suture could be felt as distinct 
grooves less than one-sixteenth of an inch in depth. No 
soft areas could be felt in the vault of the skull. There 
were no distended veins in the forehead and scalp. The 
teeth were normally arranged in both jaws. There was 
some dental caries, but no prognathism of the lower jaw. 

The epitrochlear and inguinal glands were palpable 
on both sides; they were small, firm, and discrete. The 
thorax was symmetrical. There was no evidence of past 
rickets. The cardiovascular system, lungs, and abdomen 
were normal. The cranial nerves, excepting the optic 
nerves, were normal. 

Radiographic findings.— The skull was definitely 
small for the age. The convolutional markings were 
greatly exaggerated over the entire vault, which was 
thinner than normal. The suture line between the basilar 
portion of the occipital bone and the body of the sphenoid 
was of normal width. None of the remaining suture 
lines were seen, and all appeared to have closed com- 
pletely. The upward projection of the bregma and the 
outward bulging in the regions of the temporal fosse 
were pronounced (Fig. 1). 





Fig. 1 


Fig. 2 


Fig. 1—Skull in Case 1, showing exaggerated con- 
volutional markings and bulging of the bregma and 
temporal fosse. Fig. 2.—Skull in Case 2, showing 
extremely pronounced convolutional markings and 
united sutures. 


Laboratory tests—Blood count: red blood cells, 
4,850,000; white blood cells, 8,200; blood Wassermann 
test negative. Intradermal tuberculin (1:1,000), nega- 
tive. 

Special examinations.—Ophthalmoscopic examination 
revealed papilledema of both optic discs and dilatation 
of the veins. 

A lumbar puncture was performed, the patient lying 
on her side, without the preliminary administration of 
hypnotics. Clear spinal fluid was obtained under 
pressure, amounting to 350 mm. of water. As the child 
was crying during the operation, the process was repeated 
two days later after the administration of nembutal and 
morphine. At this time the spinal fluid pressure was 
220 mm. of water. The fluid was clear and contained 
one cell per c.mm. The Pandy test was negative. The 
‘chlorides were 795 mg. per 100 ¢.c., and the total proteins 
0.021 per cent. 


CASE 2 


P.B., a brother of Case 1, aged three and a quarter 
years, was brought to the hospital at our request, but 
the parents would not consent to his admission to the 
ward. The history was essentially negative apart from 
the fact that he had presented a ‘‘high head’’ and 
bulging eyes since birth. His intelligence was good. He 
saw and heard well. Since he bears a striking re- 
semblance to his sister (Case 1) we will give only a 
short summary of his condition. He presented the same 
type of exophthalmos but the protrusion was equilateral. 
Ophthalmoscopic examination revealed normal optic dises. 

The boy’s head was practically a replica of his 
sister’s. In his case, however, the keel-like projection 
of the metopic suture was somewhat ‘broader and there 
was a greater degree of bulging of the temporal fosse. 
The radiograms of the skull showed that the convolu- 
tional markings were even more pronounced than those 
of his sister. The cranial vault was very thin and all 
its sutures appeared to be completely united (Fig. 2). 


DISCUSSION 


The cause of this disease is still unknown. 
The presence of syphilis is rarely demonstrated 
serologically.* Rickets as a causative factor has 
been denied by many observers.**? Bronfen- 
brenner’ holds that various intracranial infee- 
tious processes appear to be the main etiological 
factors in the premature cranial synostosis of 
oxyeephaly and allied deformities of the skull. 
He suggests that tuberculosis and the degen- 
erative phase of syphilis (in which the Wasser- 
mann test is negative) may play a role in the 
causation. 

Greig found that the great majority of the 
cases recorded in the literature were isolated 
instanees in a family. He knows of no eases of 
transmission to the third generation, although 
transmissions from a parent to one or more 
children have been recorded. He holds that 
true oxycephaly is an embryological disturb- 
ance, and that it might be inherited, that 
delayed oxycephaly may be congenital, and 
that, in rare instances, this form has been 
proved hereditary. Greene® suggests that, so far 
as cranial abnormalities are concerned, oxy- 
cephaly is a variation resulting from a displace- 
ment or division of primary ossification centres 
controlled by hereditary factors. Our investiga- 
tion of Case 1 could not establish the presence 
of tuberculosis or syphilis. 

It is possible that the premature ossification 
at the base of the skull holds the bones of the 
cranial vault rigid. Consequently, brain growth 
takes place in an upward direction and bulging 
occurs at the vertex. Greig’s description of the 
mechanism involved in the production of the 
cranial deformity is extremely interesting. 
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Under normal conditions the metopic suture is 
the first to undergo obliteration in extra- 
uterine life. This is a gradual process, and, 
except for persisting traces at the upper and 
lower limits of the suture, is complete by the 
5th or 6th year. (It persists in its entire length 
until adult life in about 8 per cent of. Euro- 
peans).2 Synostosis of the sutures in the 
eranial vault of the adult begins about the age 
of 30, commencing in the coronal and following 
later in the sagittal and lambdoid sutures. The 
order and time of this occurrence is however, 
subject to some degree of variation. Complete 
obliteration of all sutures does not normally 
occur until advanced age. Thus, there is ample 
provision for growth and expansion of the 
brain. On the other hand, in oxycephaly 
synostosis oceurs prematurely, in infaney or 
childhood, when brain growth is most rapid. 
According to Greig, one suture becomes ob- 
literated first, and its site is marked by a 
persistent groove on the surface of the skull. 
This prevents the normal expansion of the 
brain, which can therefore only expand along 
the lines of least resistance. The skull gives 
way at its weakest points. The sutures which 
are not yet obliterated are actually forced 
apart, and the intracranial tension causes the 
membranes in the gaping sutures to bulge 
outwards. Ossification of these membranes 
persists as the prominences at the bregma and 
the keel-like projections at the site of the 
sutures that are later in closing. This increase 
of tension was shown in the raised spinal fluid 
pressure of Case 1. It forces the inner table of 
the skull against the diploe, which becomes 
compressed and produces the increased con- 
volutional markings that are seen in the radio- 
grams. The orbital plates are forced down- 
wards, giving rise to shallow orbital cavities 
and exophthalmos which may be more marked 
on one side than on the other. 

Symptoms due to inereased intracranial 
pressure are seldom reported, even in the acute 
stage when the pressure should reach its 
maximum. Bronfenbrenner suggests that the 
absence of complaint may be explained by the 
fact that the disorder usually begins at an early 
age when the subjective symptoms can hardly 
be interpreted. It is obvious that the patient 
ean only be of average mental capacity at the 


best. The majority are somewhat below the 
average. Disorders of hearing and smell are 
reported in a negligible number of cases, and, 
according to Greig, the optic is the only cranial 
nerve that seems to be involved. Statistics on 
the association of impairment of vision in this 
disease are often misleading, since it is likely 
that they include cases of false oxycephaly 
free from ocular disturbance. Greig holds that 
visual impairment must be more common than 
statistics indicate. In neither of our cases did 
we detect impairment of vision, and in only one 
case did we find cedema of the optic dises. We 
must admit, however, that both of the children 
were at an age when examination of the finer 
perceptions of the eyesight could not be in- 
vestigated accurately. One would expect our 
first patient, in particular, to develop gradual 
impairment of vision and possibly total blind- 
ness if no treatment is instituted. We have 
recently seen another case with all the radio- 
logical features of oxycephaly, in a boy of 
sixteen years of age, who is almost completely 
blind. 

The treatment lies within the scope of 
neurosurgery. Decompression may be _ per- 
formed to reduce intracranial pressure. 


SUMMARY 


A description of two cases of true oxy- 
cephaly, in a brother and sister, is presented 
from the standpoint of clinical interest. In 
spite of the obvious cranial deformity, the 
afflicted children had no complaints that would 
attract the attention of the examiner to the site 
of trouble. The diagnosis was established by 


the signs elicited on physical and radiographie 
examination. 


It has been suggested that oxycephaly may 
be hereditary, and we feel that these two cases 
tend to support this theory. 


We wish to thank Drs. Wilder Penfield, W. V. Cone, 
R. R. Struthers, and S. Graham Ross for their kind 
cooperation and assistance. 
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PROTAMINE INSULIN* 


By R. B. Kerr, C. H, Best, W. R. CAMPBELL AND A. A. FLETCHER, 


Toronto 


ERY soon after insulin became available it 

was established that a given amount of the 
active material produced the most favourable 
effects upon the hyperglycemia and glycosuria 
of depancreatized dogs when it was administered 
frequently in small doses. These observations 
were soon confirmed in the clinic, but it was 
found possible to treat most cases of diabetes 
satisfactorily with two or three injections of 
insulin daily. The explanation of the fact that 
small doses produce relatively greater effect than 
larger ones is not completely clear, but, among 
the factors responsible, the excretion of greater 
amounts of insulin by the kidneys and destruc- 
tion by enzymes present in the tissues when the 
larger doses are administered may be mentioned. 
As the purity of insulin increased the duration 
of the physiological effects produced by its in- 
jection was shortened. More clinical cases came 
to require three to four doses daily. 

The purification of insulin, although diminish- 
ing the local reaction at the site of injection, has 
not improved it as a therapeutic agent. As a 
result of this situation, a great many efforts 
have been made to prolong its action by com- 
bining it with a wide variety of substances, but 
no conspicuous success was obtained before the 
work of Hagedorn, Jensen, Krarup and Wod- 
strup.t. Their investigations have demonstrated 
in a very convineing fashion the effectiveness of 
certain protamines in delaying the absorption of 
insulin. It may be mentioned here also that our 
colleagues, Dr. D. A. Seott and Dr. Albert 
Fisher,” of the Connaught Laboratories, have 
reported success in laboratory animals by the ad- 
dition of zine salts to insulin solutions, but these 
results have not as yet been applied in clinical 
medicine. 


PHYSIOLOGICAL ASPECTS 


In the preparation of protamine insulint for 
injection, a suitable quantity of protamine, 
buffered with sodium phosphate, is added to 
regular insulin. This forms a fine, floceulent 


precipitate which, after shaking, may be injected 
like regular insulin. The compound of prota- 
mine and insulin is not stable indefinitely and 
should be used within ten days of its preparation. 

Protamine insulin has now been steadily used 
for several months on four depancreatized and 
several normal dogs. Solutions of insulin to 
which zine has been added have been tested on 
normal dogs. The results of the administration 
of protamine and zine insulin may be briefly 
summarized as follows, 

(1) It is possible to maintain depancreatized 
dogs, which are provided with a very liberal diet, 
sugar-free and in excellent condition on one dose 
of protamine insulin daily. (2) The glycosuria 
is much greater when one dose of regular insulin 
is administered daily than when the same num- 
ber of units of this insulin combined with 
protamine is given in a single dose. (3) A very 
large dose of protamine insulin may be ad- 
ministered, and the blood sugar may be kept at 
very low levels for long periods (18 to 30 hours) 
without the production of hypoglycemic re- 
actions. It would appear that insulin is liber- 
ated from the protamine combination at such a 
rate that its effects can be effectively counter- 
acted by the hepatic glycogenolysis produced by 
such factors as the outpouring of epinephrine, 
which is known to take place when the blood 
sugar is reduced to certain levels. (4) In con- 
firmation of the results of Scott and Fisher, we 
have noted that the addition of zine to regular 
insulin or to purified protamine and insulin solu- 
tions results in a prolonged insulin action in 


*From the Departments of Physiology and Medi- 
cine, University of Toronto, and the Medical Service, 
Toronto General Hospital. 


t The first protamine used in this work was very 
kindly supplied to one of us (C.H.B.) by Professor 
Hagedorn. More recently, the sperm of the British 
Columbia salmon, collected by the Pacific branch of the 
Biological Board of Canada, has provided a source from 
which very satisfactory protamine has been made avail- 
able by the Connaught Laboratories. 
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normal dogs. It may be, as Scott and Fisher 
have suggested, that zine or other metals play a 
part in the union between protamine and insulin. 
These workers have pointed out that both the 
regular protamine preparations and commercial 
insulin contain appreciable amounts of zine, and 
that diminution of the ash content of protamine 
and insulin reduces the duration of the hypo- 
glycemia effect when the compound of these 
purified materials is injected. 

There are obviously a number of points which 
require further investigation before protamine 
insulin can be advantageously used by the medi- 
cal profession. <A large supply of a uniform and 
well standardized protamine preparation should 
be available.* It may be possible to mix the 
insulin and protamine before sending out the 
material and to add only the buffer solution just 
before the protamine insulin is used. This pro- 
cedure has certain advantages over that tenta- 
tively adopted, from the standpoint of sterilizing 
and preventing the contamination of the pro- 
tamine solutions. If a method of stabilizing the 
protamine insulin compound is found the neces- 
sity of distributing two separate solutions will be 
avoided. 


CLINICAL ASPECTS 


Over a period of two years Hagedorn and his 
co-workers have treated with protamine insulin 
85 diabetic patients in various age groups and 
showing varying degrees of severity, with very 
satisfactory results. The principal claim for the 
superiority of protamine insulin over regular 
insulin rests on the prolongation of its action, as 
shown by the blood sugar curve, its effect on 
glycosuria, and on the ammonia excretion as a 
measure of acidosis, together with an increase in 
the feeling of well-being of the patient, This 
would constitute an important improvement in 
present-day treatment of the diabetic and, 
happily, can be confirmed by the work of Root, 
White, Marble and Stotz,> and by our own 
investigations. 

This preliminary report is based on results of 
an experience with 25 cases. We are agreed that 
following the administration of protamine in- 
sulin the blood sugar curve is not lowered so 
precipitately as with regular insulin, but slopes 


* We are informed that protamine insulin will prob- 
ably not be available in the Connaught Laboratories for 
general distribution before the late summer or early 
autumn of this year. 
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off more gradually, is less likely to pass below 
normal levels, and rises slowly to previous levels. 
The duration of the curve is two to three times 
as long as when a similar dose of regular insulin 
is used. When patients receiving regular insulin 
are allowed to have a moderate glycosuria, the 
substitution of an equal dose of protamine in- 
sulin causes diminution in the glycosuria, ketosis 
improves, and the patient’s feeling of well-being 
is definitely more marked. 

In the severe, the juvenile, and the so-called 
unstable diabetic patients, reactions due to hypo- 
glycemia have been frequent when regular 
insulin has been used. These are found to be 
much less frequent with protamine insulin. We 
would regard this as one of the outstanding ad- 
vantages of the new product. Hagedorn has 
pointed out, however, that when treatment with 
regular insulin gives satisfactory results, the use 
of protamine insulin is of no special value and, 
indeed, in conditions where more rapid action is 
desirable, such as in coma, the regular insulin is 
to be preferred. 

Protamine insulin has presented new problems 
in the administration of insulin in regard to the 
number of doses necessary, the amount suitable, 
the timing in relation to meals, and other factors, 
such as its use in combination with regular in- 
sulin. Hagedorn, Jensen, Krarup and Wodstrup 
have used a wide variety of modes of administra- 
tion, but seem to favour the administration of 
a dose of regular insulin in the morning and an 
evening dose of protamine insulin. Root, White, 
et al. have likewise treated most of their cases 
in this manner with successful results. Whilst 
we have found this mode of administration to be 
satisfactory in many instances, in others different 
adjustments of dosage and combinations of regu- 
lar and protamine insulin appear to be more 
effective in the control of some eases of diabetes. 
Further experience with protamine insulin is 
required before general rules for its use can be 
formulated. 


In conclusion, protamine insulin gives promise 
of being an important contribution to the restora- 
tion of a more physiological state in the diabetic 
patient. 
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MESENTERIC LYMPHADENITIS IN ADOLESCENTS SIMULATING 
APPENDICITIS 


By Donaup C. Couns, M.D., M.S.(1N Patu.), M.S.(1nN Sure.), 


Los Angeles, Calif. 


“THE possible presence of mesenteric lymph- 

adenitis must be considered when making a 
pre-operative diagnosis of acute appendicitis in 
adolescents. In an experience of 2,140 append- 
ectomies for acute appendicitis this pathological 
entity was met with in 43 (2 per cent) in- 
stances; 26 (60.5 per cent) of these cases 
occurred in females. The average age of the 
individuals in this series was 12.3 years, while 
the extremes varied from 4 to 20 years. 

It was formerly believed that mesenteric 
lymphadenitis was primarily caused by the 
tubercle bacillus obtained from the ingestion 
of infected cow’s milk. This was subscribed to 
by Struthers* in 1921. The first authoritative 
and comprehensive article upon this subject was 
contributed by Wilensky and Hahn? in 1926, 
who reported eight cases. They pointed out 
that this disease was a definite clinical syn- 
drome which was easily mistaken for and 
should be differentiated from acute appendi- 
citis, ‘‘abdominal grippe’’, ureteral stone, in- 
testinal parasites, typhoid fever, acute gastro- 
enteritis and acute diverticulitis. The pyogenic 
variety was considered as being distinct from 
the tuberculous type. If a diagnosis could be 
made, they urged that conservative treatment 
was indicated, except in the suppurative type. 
McFadden,* in the following year, added addi- 
tional cases to the literature. They were 
predominantly of the chronic tuberculous type. 
Brenneman’ was one of the first to direct 
serious attention to the rather high incidence of 
upper respiratory infections and acute pharyn- 
gitis associated with appendicitis in children. 
In 1929 Speese’ reported additional instances of 
this disease and presented an excellent review 
of the literature. He believed that tuberculosis 
- was infrequent as an etiological factor. It was 
his contention that mesenteric lymphadenitis 
was secondary to appendicitis, because he had 
noted the frequent occurrence of enlarged 
mesenteric lymph nodes in association with 
chronic appendicitis. Lamson,* in 1931, de- 


scribed a case in which an acute purulent 
appendicitis co-existed with marked mesenteric 
lymphadenitis. He did not believe that tuber- 
culosis commonly caused this disease. Appendi- 
citis, enteritis, and ulcers of the ileum were 
held to be the usual causative etiological factors 
of this pathological entity. Simple exploratory 
laparotomy was thought to be a valuable em- 
pirie curative procedure. Rockey® added 4 
case reports in 1933. During this same year, 
Wile and Saphir,® in an effort to explain the 
causation of the condition, advanced the theory 
of Durchwanderung of organisms through the 
bowel wall to the lymphatic channels leading to 
the regional mesenteric nodes, a theory which 
has been largely rejected by subsequent writers 
upon this subject. The patients whom they de- 
scribed were so acutely ill and had such a high 
mortality rate that one questions if they were 
really describing common instances of the con- 
dition. Goldberg and Nathanson,? in 1934, 
presented an excellent study of this condition: 
19 cases were tabulated and 16 of these were 
operated upon. They directed attention to the 
high incidence of concurrent S. haemolyticus 
infections in the throats of these patients. In 
ease of doubt, exploratory laporatomy was 
urged as the rational treatment. They had no 
operative deaths. Pribram® directed attention 
to the characteristic pain which usually is 
localized in the umbilical region. He claims 
that this symptom is diagnostic of this disease. 
Tonsillectomy was found to bring about often a 
permanent cure, whereas simple appendectomy 
alone was frequently followed by remissions. 

The typical case history of this disease is 
somewhat as follows. 


A girl, aged twelve years, who has had previous 
afebrile attacks of mild generalized abdominal pain of 
short duration, is suddenly seized with a rather severe 
generalized crampy abdominal pain associated with fever, 
which after a period of 10 to 18 hours localizes its point 
of maximum tenderness in the region about the umbilicus, 
or more often to the left of it. The attack usually 


begins about the time of the expected menstrual period. 
Commonly, this is the second or third menstrual period 
that the patient has had and the periodicity of the 
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menses is as yet poorly established. Often, she has had 
an attack of posterior pharyngitis or tonsillitis 7 to 10 
days previously, which forced her to go to bed for a day 


or so. Since then she has not felt entirely well. She 
frequently vomits several hours after the onset of the 
abdominal cramps, but obtains little relief. Diarrhea 
may occur after the onset of symptoms, but little symp- 
tomatic improvement results. Due to the chronicity of 
the abdominal complaints the parents fail to bring the 
patient to the doctor until 10 to 18 hours have elapsed 
since the onset of symptoms. Commonly a cathartic has 
been administered by the parents, but it has only 
aggravated the abdominal complaints. 

The physical examination commonly reveals a healthy 
robust-looking girl who does not impress one as being 
acutely ill. The throat and tonsils occasionally may 
show little of significance. However, the tonsils usually 
fall into the category of the large, hypertrophied, grossly 
infected type, in which large plugs of pus can be ex- 
pressed from the erypts. A chronic posterior pharyn- 
gitis is commonly found. Posterior cervical lymph- 
adenopathy is present in a majority of cases. The heart 
and lungs are usually negative, although some few sub- 
sequently develop endocarditis. The abdomen is often 
moderately distended. Palpation gives one the im- 
pression of its being slightly doughy. Moderate diffuse 
abdominal tenderness is the rule, with some localization 
in the umbilical region or to the left of it. Localized 
rigidity is seldom encountered in the right lower 
quadrant, and evidence of parietal peritoneal irritation 
is seldom marked. With the patient’s attention diverted, 
deep abdominal pressure can commonly be tolerated 
without great discomfort. The rapid localizing phe- 
nomena usually seen in acute appendicitis are less 
apparent in this disease. The classical signs and symp- 
toms of appendicitis are either not clear cut or may be 
absent. Rectal examination often elicits a tender area 
high in the right pelvis or more towards the left side. 


In our series of 43 cases, the temperature per 
rectum ranged from 99.2 to 104.4° F., the aver- 
age reading being 101.3°. The pulse was quite 
full and of good character. It averaged 86 
beats per minute, with extremes from 68 to 124. 
The respirations averaged 18 per minute. 
Posterior cervical adenopathy was present in 
28, or 65.1 per cent. The average leucocyte 
count was 11,840, with 68 per cent polymorpho- 
nuclear neutrophiles of an immature poorly 
segmented character, 24 per cent small lympho- 
cytes, 4 per cent large lymphocytes, 3 per cent 
polymorphonuclear eosinophiles and 1 per cent 
polymorphonuclear basophiles. The urine ex- 
amination was usually negative, but there 
might be a trace of albumin and 10 to 20 pus 
cells per high-dry field in the centrifuged speci- 
men. The blood Wassermann test was nega- 
tive. Specific blood agglutination tests for 
Brucella infections were negative. The Widal 
test was likewise negative. Three, or 6.9 
per cent, subsequently developed endocarditis. 
In other words, the entire clinical picture im- 
presses the physician with the atypical char- 
acter of the symptoms and signs. These are 
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milder in character and less clear-cut than those 
commonly seen in acute appendicitis. However, 
because of the possibility that this train of mild 
atypical symptoms and signs may be due to 
appendicitis the physician cannot honestly 
recommend watchful waiting to the parents. If 
he has had an extensive experience he can recall 
several instances in which abdominal exploration 
revealed an acute fulminating appendicitis. 

Abdominal exploration being decided upon 
as the only safe rational course of proce- 
dure, a nitrous-oxide-ether or ethylene anes- 
thesia is given, A mid-right rectus incision 
is made and the peritoneal cavity is opened. 
Inspection and palpation reveal that the 
appendix is not the primary cause of the 
symptoms. The mesentery of the ileum, and 
especially its terminal portion, is markedly 
thickened, cedematous, and filled with inflamed, 
greatly enlarged, often matted-together, mesen- 
teric lymph nodes. The ileum and its mesen- 
tery are hyperemic, and there is a definite 
inerease in the vascularity of that region. 

The probable diagnosis having been made, 
the question arises as what will be the best 
course of treatment to follow. A representative 
lymph node should be removed and sent to the 
pathologist for an immediate frozen-section 
diagnosis. If tuberculosis or some type of 
malignaney is found the appendix should not 
be disturbed and the abdomen should be closed 
without drainage. If the pathologist reports 
that the node examined reveals only inflamma- 
tion, two courses of action are open to the 
surgeon. If signs of an acute recent inflam- 
matory or suppurative process are present 
appendectomy should not be done. However, 
this is not the usual case, and the evidence 
points to the chronicity of the process. In the 
latter case appendectomy can be safely per- 
formed, if a minimum of handling of the tissues 
is permitted. The rationale of appendectomy 
here is not clearly understood and the operation 
must be done upon empiric grounds. End- 
results substantiate this surgical procedure as 
being of considerable value in the successful 
treatment of this disease. Carbolization with- 
out inversion of the appendiceal stump should 
be the operative technique employed in the 
majority of cases. The peritoneal cavity should 
be closed without drainage. The abdominal 
incision is closed as in a clean case. A small 
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soft rubber Penrose drain, extending down to 
the anterior sheath of the rectus muscle, is 
placed in the lower end of the incision. This is 
removed 24 hours after operation, to ensure 
healing by primary intention. 

Routine care for appendectomy should be 
followed, except that the patients are kept in 
bed until the eighteenth day after operation. A 
bland, high-vitamin diet, aided by heliotherapy 
and restricted activity for the next six months, 
will probably ensure a complete cure. The 
patient must be impressed with the neces- 
sity of always drinking in the future reliable 
pasteurized milk in order to avoid a possible 
repetition of this disease. As soon as health 
is regained the tonsils and other foci of in- 
fection in the nose and throat should be thor- 
oughly removed in order to insure permanency 
of the cure. 

Thirty-seven cases (87.5 per cent) occurred 
during the period between November and April, 
while the greatest number presented themselves 
during the month of January. Throat cultures 
were taken in 39 patients (90.5 per cent) and 
37 (97.4 per cent) revealed the presence of 
S. hemolyticus. In this series of 48 cases of 
mesenteric lymphadenitis, 5 (11.6 per cent) 
were proved to be tuberculous, and one ap- 
pendectomy was done without incidence; 2 
cases (4.6 per cent) were incompletely studied 
and no appendectomies were performed; 36 
(83.8 per cent) revealed inflammation only. Of 
these, 8 (22.2 per cent) manifested acute inflam- 
mation, and 3 appendices were removed without 
mortality, although 2 of the cases presented 
trying post-operative complications; while in 
addition, 3 other instances revealed suppura- 
tion of mesenteric lymph nodes. Twenty-eight 
patients (77.7 per cent) had mesenteric lymph- 
adenitis resulting from chronic inflammation, 
and 24 appendectomies (85.7 per cent) were 
done without a fatality and with negligible 
post-operative morbidity. 

In this study, cultures were made in 41 of 
the patients. The microscopic appearance of 
the lymph node, plus its cultural reactions, 
justified the diagnosis of tuberculous mesenteric 
lymphadenitis in 5 instances (12.4 per cent). 
In the remaining 36 cases (87.5 per cent) 24 
gave positive cultures (66.7 per cent). These 
positive cultures were: S. hemolyticus, 19 (79.2 
per cent) ; Escherichia coli, 3 (12.5 per cent) ; 


Escherichia acidi-lactici, 1 (4.1 per cent); and 
Eberthella enterica, 1 (4.1 per cent). A cor- 
rect pre-operative diagnosis of probable mesen- 
teric lymphadenitis was made in only 8 in- 
stances (18.6 per cent). In the remaining 35 
(81.4 per cent) it was not considered in the pre- 
operative differential diagnosis. Microscopic 
study of sections from the 28 appendices re- 
moved revealed only a slight recent chronic 
inflammation. All of the 43 patients were sub- 
jected to an exploratory laparotomy without a 
resultant fatality. 


Thirty-five patients in this series (81.4 per 
cent) had had either a recent sore-throat or an 
attack of tonsillitis of varying degrees of 
severity. The finding of 24 positive cultures in 
the cultured macerated lymph node, with a 
predominance of hemolytic streptococei (79.2 
per cent), when compared with the finding of 
the same organism in 97.4 per cent of the throat 
cultures is of great importance. This sub- 
stantiates the work of previous workers in this 
field and points to the nose and throat as the 
probable chief etiological focus for the causa- 
tion of this disease. Infection arising from 
organisms in either the pharynx or tonsils is 
conveyed to the ileum by the swallowing of 
infected saliva, or, more rarely, by the blood 
stream. Upon reaching the walls of the lumen 
of the ileum these organisms are removed by 
the local lymphatic vessels and carried to the 
regional mesenteric lymph nodes, where the 
local pathological process begins. In this small 
series of cases, tuberculosis was not the common 
etiological agent. Myobacterium tuberculosis 
and S. hemolyticus may also reach the ileum 
through the ingestion of infected food. 


In a recent follow-up study of the 28 opera- 
tive cases, 26 answered the letter of inquiry as to 
their present condition; 24 reported themselves 
as being completely recovered and without com- 
plaints referable to their abdomens. One pa- 
tient, who had had tuberculous lymphadenitis, 
died of advanced generalized abdominal and 
pulmonary tuberculosis two years ago. The 
other patient, who had had acute mesenteric 
lymphadenitis, still complained after five years’ 
time of vague abdominal discomfort. She was 
also about 35 pounds under weight. Eighteen of 
these patients had had either a tonsillectomy or 
the removal of other foci of infection in the naso- 
pharynx subsequent to their appendectomy. 
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CONCLUSIONS 


1. The pre-operative diagnostic symptoms 
and signs of mesenteric lymphadenitis have 
been differentiated, as far as possible, from ap- 
pendicitis in the adolescent patient. 


2. Exploratory laparotomy is the treatment 
of choice by which a definite diagnosis may be 
established. 

3. Apparently S. hemolyticus, derived from 
the naso-pharynx, is the common causative 
organism in this disease. 

4. Appendectomy, with a minimum amount 
of handling of neighbouring tissues and with- 
out inversion of the stump, is the treatment of 
choice in cases of non-tuberculous chronic 
mesenteric lymphadenitis, 

5. Twenty-eight appendectomies were per- 
formed in a carefully selected group of patients. 
All the 43 patients were subjected to at least 
an exploratory laparotomy. There were no hos- 
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pital deaths. Follow-up studies reveal that 85.7 
per cent are completely well to-day. 

6. Post-operative elimination of all foci of 
infection in the naso-pharynx is necessary to 
ensure a permanent cure. 
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THE SIGNIFICANCE OF MENOPAUSAL FLOWING* 


By Wixu1AM PELTon TEw, M.B., F.R.C.S.(Epin.), F.R.C.S.(C.), M.C.0.G., 
London, Ont. 


TERINE flowing at the menopause may be 

divided into two main groups: (@) physio- 
logical, (b) pathological. The menopause ordi- 
narily occurs between the ages of forty-five and 
fifty. It may occur prematurely, when it is 
usually due to an endocrine disturbance. The 
distinction between physiological and pathologi- 
cal flowing at or near the time of the menopause 
often presents a baffling problem for the physi- 
cian. The patient herself is usually confused, 
because she looks upon all flowing at this time 
as an indication of her change of life. The 
individual patient seldom deems it necessary to 
consult her physician about matters of this 
nature until something more formidable than 
irregular flowing arises. This is one of the 
chief reasons why many cases of early malig- 
nancy of the female genitalia are missed. 

One other reason why eases of early malig- 
nancy are missed at or near the menopause is 
that the physician did not carry his investiga- 
tion quite far enough. An example of this 


* A paper read at the annual meeting of the Ontario 
Medical Association, Fort William, Ont. 





would be a patient seeking advice for irregular 
uterine flowing and being told that it is her 
change of life coming on, without a thorough 
pelvic examination and a dilatation and curet- 
tage being done. She may be given certain 
advice and medication. This of course does not 
diagnose or treat early malignancy. It seems 
therefore that the only remedy at our disposal 
at present for checking these two obvious leaks 
in the question of early diagnosis of malignancy 
is, firstly, to have each patient when approach- 
ing or passing through her change of life, report 
periodically to her physician. I would suggest 
that she should report at least every three 
months until she is safely over her menopause. 
Secondly, I feel that we as physicians should 
more keenly appreciate our responsibility when- 
ever a patient consults us concerning any ab- 
normal flowing at the time of her menopause. 
A thorough investigation should include weigh- 
ing, examination of hemoglobin, and a pelvic 
examination. A biopsy of the cervix and a 
diagnostic curettage should be carried out when- 
ever indicated. I feel reasonably certain that 
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such a check-up on womankind at this period 
of their lives would doubly repay all concerned. 

A review of the physiological changes which 
occur may now be considered. The menopause 
may come about in any one of the following 
ways, in so far as vaginal flowing is concerned: 
(a) an abrupt cessation of the menstrual 
periods; (b) a gradual decrease in the amount 
of flow each period; (c) one or more periods 
missed and then a return to a fairly normal 
period. Any one of these may or may not be 
accompanied with certain other changes which 
are rather characteristic of the menopause. Such 
may be grouped as follows: (a) metabolic; (b) 
vaso-motor; (c) nervous. The metabolic changes 
include a marked tendency towards general 
obesity. The vaso-motor changes are evidenced 
by attacks of hot flushing, sensations of tingling 
and numbness, and at times a sensory neurosis of 
the throat. The changes in the nervous system 
may be central or peripheral, as evidenced by 
phases of mental depression and excitability, 
also by neuralgie pains and headaches, 

The changes oceurring in the character of 
the uterine flowing as outlined above are physio- 
logical, and are due chiefly to endocrine changes 
which are held responsible for the actual bleed- 
ing from the uterus. The endocrine glands re- 
sponsible for such changes are, for the most 
part, the anterior pituitary body, the ovary, and 
possibly the thyroid. These physiological 
changes seldom cause us much anxiety and they 
rarely cause the patient any particular worry. 
The accompanying metabolic and vasomotor 
changes usually cause the patient much more 
anxiety than the disturbances in the degree or 
time of flowing. This is unfortunate, because 
of the decided difference in the actual impor- 
tance of the two sets of signs and symptoms, 

Those manifesting pathological changes con- 
stitute a different group of patients. It is this 
group which cause us the most concern and upon 
which a watchful eye must be kept until the 
correct diagnosis is made and proper treatment 
instituted. Abnormal flowing of pathological 
origin, occurring at or near the time of the 
menopause, may be due to any one or any com- 
bination of the following causes: (a) endocrine 
disturbances; (b) inflammatory lesions of the 
pelvis; (c) new growths; (d) certain systemic 
diseases. 


The endocrine disturbances are chiefly re- 
sponsible for a group of irregular uterine 
hemorrhages which we now term functional 
uterine hemorrhages. This term includes the 
following pathological conditions: (@) metro- 
pathia hemorrhagica; (b) functional menor- 
rhagia; (c) epimenorrhea; (d) hypomenorrhea. 

Metropathia hemorrhagiea occurs fairly com- 
monly. It is usually found between the ages 
of forty and forty-five. It may occur in either 
nulliparous or parous women but is more com- 
mon in the latter. It usually causes prolonged 
periods, often lasting a week or ten days beyond 
the usual time. The uterus is somewhat en- 
larged, due to muscular hyperplasia and not to 
the addition of fibrous or elastic tissue. The 
endometrium is greatly thickened and has a 
polypoidal appearance. The glands are marked- 
ly dilated and tend to form cystic spaces. The 
epithelium in places is several layers thick. The 
glandular hypertrophy is predominant in the 
microscopic picture, and the condition is often 
termed glandular hyperplasia, The term glandu- 
lar endometritis has also been applied, but such 
is not a correct terminology because there is no 
evidence of an inflammation. For this reason 
the term glandular endometritis has been drop- 
ped. Cystic ovaries are frequently found in 
eases of metropathia hemorrhagica. The cysts 
vary in size from those the size of a pea up to 
some measuring two and a half inches in di- 
ameter. The corpus luteum is almost invariably 
absent and corpora albicantia are not present. 
The cysts are follicular cysts lined with a 
membrana granulosa. The cause is unknown. 
It may be associated with a disturbance of the 
anterior pituitary hormone. 

The treatment of metropathia hemorrhagica 
may prove rather unsatisfactory. Curettage 
cures about 15 per cent, and several others are 
somewhat improved. For patients over forty 
years of age, fifty mg. of radium for thirty to 
forty hours will arrest the flowing and bring 
about an artificial menopause. X-ray therapy 
will accomplish the same result. For younger 
patients hysterectomy may have to be resorted 
to. Before doing this, however, one should try 
out the luteinizing hormone of the anterior 
pituitary body. Several such products are on 
the market now. Unfortunately, the dose is 
empirical, and the hormone is not sufficiently 
stable to be of very great value. 
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Functional menorrhagia is a term referring 
to an excessive loss at the time of the period. 
This condition’ is not associated with any defi- 
nite ovarian disease. It has been claimed that 
it is due to an absence of the normal clot- 
producing ferment which is derived from the 
endometrial stroma. This theory holds that in 
the normal mechanism of menstruation the blood 
is acted upon by a thrombokinase which is liber- 
ated from the raw surface of the desquamating 
endometrium. In this way an intra-uterine clot 
is formed. This clot is then exposed to the 
action of a thrombolytic ferment excreted in 
the mucus of the endometrial glands. Liquefac- 
tion oceurs and fluid blood escapes from the 
vagina (Whitehouse’). A deficiency of the 
thrombokinase is held as the cause of functional 
menorrhagia. The fundamental cause is however 
unknown. The endometrium is thin when curet- 
ted. This suggests that the condition is due to 
hormonal influence, Some maintain it is due to 
an early disappearance of the corpus luteum. 
Treatment of functional menorrhagia is some- 
what similar to that of metropathia hemor- 
rhagica. 

‘‘Epimenorrhea’’ means that the menstrual 
periods are occurring too frequently. The cycle 
may be reduced to ten or fourteen days in place 
of twenty-eight days. The loss at this time is 
usually excessive. It is more common in parous 
women and occurs usually between the ages of 
forty and fifty. Pelvie examination for the most 
part yields a negative result. When curetted 
the endometrium is edematous and congested. 
The glands appear normal. Corpora lutea are 
found in inereased numbers in the ovary. The 
exact cause is unknown, but again it is believed 
to be an abnormal stimulation from the anterior 
pituitary body. The corpora lutea are formed 
more rapidly than usual, and several may be 
found which have not reached the stage of 
corpora albicantia. The treatment of these 
eases may be rather unsatisfactory at first. An 
cestrus-inhibiting hormone might be of assistance, 
In women over forty years of age one may use 
fifty mg. of radium for thirty or forty hours. 
X-ray may be used in place of radium. Blood 
transfusions are given if necessary for the ad- 
vaneed eases. The patient is also given a course 
of iron whenever indicated. 

Hypomenorrhea is a condition in which the 
menstrual cycle is prolonged to five or six weeks. 


The amount of loss is usually excessive. The 
pathological findings resemble those of epimenor- 
rhea. The exact cause is unknown, but it seems 
to be associated with a disturbed endocrine 
balance. 

The thyroid gland may take some part in these 
functional uterine hemorrhages. Some of the 
patients have a basal metabolic rate increased 
up to 25 or 30 per cent. Accordingly such pa- 
tients have had their thyroids treated with 
x-ray with good results. If the basal metabolic 
rate is increased above 25 per cent very satis- 
factory results may be expected from thyroid 
therapy. Pelvic infection may act as a cause 
of abnormal uterine flowing, Salpingitis is a 
fairly frequent cause of epimenorrhea. Ovaritis 
always accompanies a salpingitis. Ovaritis may 
readily cause quite marked disturbances in the 
normal functions of the ovary. Such inflam- 
matory lesions must be borne in mind when 
dealing with suspected cases of functional 
uterine bleeding. Inflammatory disease in the 
uterus itself is not believed to be as common a 
eause of functional uterine bleeding as is an 
accompanying endocrine disturbance. 

New growths constitute a common cause of 
abnormal uterine flowing at or near the time 
of the menopause. The new growths of the 
uterus are the most common new growths of 
the pelvis. These may be divided into (a) 
benign, (b) malignant. The benign tumours 
are made up mostly of polypi and fibroids. 
Polypi of the uterus may be endometrial or 
fibro-muscular. These may cause a profuse 
hemorrhage or just a spotting. The diagnosis 
is fairly readily made, and the treatment is re- 
moval of the polypus. Such a patient should 
be followed for some time later on account of 
the tendeney of polypi to take on malignant 
qualities. Fibroids may be present for years 
without causing symptoms, Abnormal uterine 
flowing due to fibroids calls for treatment of 
the fibroids. The treatment decided upon will 
depend upon the location and size of the fibroid. 
Myomectomy is the operation of choice whenever 
possible. Hysterectomy is usually necessary for 
multiple fibroids. Radium or x-ray therapy is 
reserved for patients who are not good surgical 
risks. 

Fibrosis uteri is a term applied to the uterus 
when it contains an excessive amount of fibrous 
tissue. Fibrous tissue is normally found to re- 
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place in part some of the muscle as the patient 
is reaching the menopause, In some patients 
the amount of fibrous tissue change is abnormal. 
Here the uterus is firm and larger than normal. 
The amount of elastic tissue is scant compared 
with the amount of elastic tissue found in a 
uterus which is subinvoluted. Fibrosis uteri 
may or may not be accompanied with abnormal 
uterine flowing. When abnormal flowing is 
present it is possibly due to some other cause 
than fibrosis. 


The malignant tumours of the uterus are car- 
cinoma and sarcoma. Carcinoma of the cervix 
most commonly begins near the time of the 
menopause, and thus the patient is often con- 
fused. She looks upon any abnormal vaginal 
flowing at this time of life as a signal of her 
change of life. Our only hope for a successful 
combat against cancer of the cervix is an early 
diagnosis followed with proper treatment. Again 
I must mention here the value of periodic pelvic 
examinations of all women who are passing 
through their change of life. One of the most 
constant signs of early carcinoma of the cervix 
is ‘‘spotting’’ or flowing between periods. Clini- 
cally, carcinoma of the cervix is divided into 
four classes, Group one refers to the early case 
presenting only a small area on the cervix from 
which the diagnosis is made. This area is fairly 
superficial and does not involve the deeper 
cervical tissues or the glands and cellular tissues 
at the base of the broad ligaments. Group two 
refers to the case when the disease has spread 
deeper into the cervix and may also involve the 
cellular tissue in the base of the broad liga- 
ments. The uterus in this case may present some 
degree of fixation, while in group one there is 
no demonstrable fixation. Group three refers 
to the case in which the disease has spread still 
further, involving the cellular tissue of the broad 
ligaments more extensively. This uterus is 
considerably more fixed. Group four is one in 
which the disease has spread throughout the 
broad ligaments, and involves other pelvic 
organs. There is marked constitutional evidence 
of the presence of cancer. 


Treatment of cancer of the cervix varies some- 
what in detail in different centres, but the main 
principles are essentially similar. Whether the 
treatment decided upon is surgical or radium 
and x-ray, it is imperative that such treatment 
should be in thoroughly competent hands. Both 
methods demand a highly trained man at the 
helm. Either method when poorly carried out 
will give equally poor results, and either method 
in good hands may give equally good results. 
At the outset each case must receive individual 
attention before the method of treatment is de- 
cided upon. Cases falling into group one are 
usually candidates for radical surgery, If these 
patients are reasonably good operative risks the 
Wertheim operation would be the treatment of 
choice. A few of group two patients may pos- 
sibly be justly treated surgically. The remainder 
of group two, along with groups three and four, 
are candidates for radium x-ray treatment. At 
the present moment I believe that Healy’s? 
method of using radium and x-ray for cancer 
of the cervix is giving the most satisfactory 
results. The details of this need not be gone 
into here. 

Carcinoma of the body of the uterus quite 
commonly appears at or near the menopause. 
It does however tend to appear a little later in 
life than cancer of the cervix. The early signs 
and symptoms are similar to cancer of the cervix. 
The diagnosis is made by a diagnostic curettage. 
Again early diagnosis followed with adequate 
treatment is our only hope for a successful re- 
sult. The treatment for the average case is early 
panhysterectomy. This is commonly preceded 
with 2400 mg. hours of radium. The prognosis 
of the early cases is reasonably good, 

Hyperpiesis may act as a cause of abnormal 
uterine bleeding at or near the menopause. Such 
flowing may act as a safety valve for the pa- 
tient’s elevated blood pressure. Such flowing 
should always be investigated by the usual diag- 
nostic curettage in order to rule out malignancy. 
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MAKING ETHER AN IDEAL ANASSTHETIC* 


By W. N. Kemp, M.D., 


Vancouver 


REAT progress has been made within the 

past decade not only in the discovery of the 
anesthetic properties of such gases as ethylene 
and cyclopropane but also in the improved 
technique of administration, applicable to all 
gaseous anesthetics, which has been evolved by 
Waters and others. Nevertheless, valuable as 
these anesthetics undoubtedly are in expert 
hands, their range of satisfactory surgical ap- 
plication is definitely more limited than is that 
of ethyl ether. My purpose in presenting this 
paper is to call attention to the possibilities for 
ideal, or almost ideal, anesthesia by the expert 
use of that pioneer anesthetic, ethyl ether, 
when the patient has been very thoroughly pre- 
pared for operation and anesthesia. 

What is ideal general anesthesia? What are 
the essential attributes of an ideal general 
anesthetic agent? 

In postulating the essential attributes of an 
ideal general anesthetic one must consider the 
separate viewpoints of three people —the pa- 
tient, the surgeon, and the anesthetist. The 
patient demands safety during the entire anes- 
thesia and comfort in the induction and re- 
covery stages; the surgeon demands muscular 
relaxation (in laparotomies) and safety; the 
anesthetist prefers an anesthetic that is simple 
and flexible in its administration, is of low cost, 
and is easily transported. It is my considered 
opinion that ether most nearly measures up to 
these desiderata. Let me hasten to admit that, 
under present methods of administration and 
with present day lack of pre-operative care, 
ether from the patient’s point of view is still 
far from ideal. However, any discomfort in the 
induction stage can be readily eliminated by the 
judicious use of avertin or the barbiturates, 
while the chief bugbear of ether anesthesia, 
post-operative nausea and vomiting, can also 
be eliminated by what may be termed ultra- 
conservative pre-operative care. May I briefly 
review what I consider to be the essential 


*Read before the Pacific Coast Association of 
Anesthetists at San Francisco on November 1, 1935. 





features of a properly administered ether anes- 
thesia for a major surgical operation? 

The unpleasant and never forgotten psychic 
reactions that often occur in unpremedicated 
patients awaiting operation can and should be 
obviated by rendering the patient stuporose or 
even unconscious with avertin, one of the bar- 
biturates, or morphia and scopolamine, or a 
combination of several premedicants. At least 
one-sixth of a grain of morphia and one hun- 
dred and fiftieth grain of atropine should be 
given at least thirty minutes before the induc- 
tion of anesthesia, for the purpose of control- 
ling the secretion of mucus and saliva. In 
lightly premedicated patients ethyl chloride 
makes a very satisfactory inducing agent pre- 
liminary to a drop ether induction. If the pa- 
tient is already unconscious the ethyl chloride 
is usually unnecessary. 


When second stage anesthesia is reached a 
change is made to vaporized ether, using 
oxygen as the vehicle to carry the ether vapour 
to the patient by way of the face mask or the 
endopharyngeal or endotracheal catheter, ac- 
cording to the dictates of the operation. The 
plane of the anesthesia should be kept ad- 
justed to the varying requirements of the 
surgeon. <A cholecystectomy calls for deep 
third stage anesthesia, while light third stage 
is sufficient for intestinal anastomosis (in the 
absence of marked distension) or other opera- 
tions not requiring muscular relaxation. The 
prevention of anoxemia by the maintenance of 
a’ free airway and adequate oxygen supply is 
essential to the post-operative well-being of the 
patient, and is at all times the prime essential 
of a well conducted anesthesia. The mainten- 
ance of a free airway sometimes necessitates 
the removal by catheter and suction of ex- 
cessive endotracheal mucus, or in cases of per- 
sistent laryngo-spasm calls for endotracheal 
intubation with a catheter and oxygen adminis- 
tration. We have found in the Vancouver 


General Hospital that the routine suction 
removal of endotracheal mucus at the close of 
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the operation is of definite value in decreasing 
post-operative nausea and vomiting. Dehydra- 
tion-combating therapy, in the form of sub- 
cutaneous or intravenous normal saline solution, 
is, of course, a sine qua non of any major 
surgical procedure. May I summarize this 
phase of the subject by saying that the smooth 
and pleasant induction of narcosis and the 
careful maintenance of operative anesthesia 
with the immediate suction removal after 
operation of endotracheal mucus are very im- 
portant steps in the minimizing of post-opera- 
tive nausea and vomiting. Although attention 
to the above-mentioned details will accomplish 
much in minimizing these discomforts, yet 
there will still, in the majority of cases, be 
sufficient nausea and vomiting to prevent our 
anesthetic being considered ideal. I believe 
that this can be eliminated in toto (or nearly 
so) by what I have spoken of as ultra-conserva- 
tive pre-operative care. 


ULTRA-CONSERVATIVE PRE-OPERATIVE CARE 


In a series of 20 patients in the gynecological 
service of the Vancouver General Hospital it 
has been shown that the daily pre-operative 
administration of 10 minims of Lugol’s solution 
for five days definitely reduced post-operative 
nausea and vomiting, as compared to a control 
series of untreated similar cases in the same 
service. Similarly, it has been shown in a 
smaller series of cases in the same service that. 
the pre-operative administration of desiccated 
suprarenal cortex (Armour) in a dose of six 
grains, three times daily, for five days before 
operation, almost entirely eliminated post- 
operative vomiting in patients nareotized with 
ether for major surgery. 

Undoubtedly, hospitalization previous to op- 
eration alone is a potent factor for good in 
inereasing a surgical patient’s operative and 
post-operative well-being. By this stay in the 
hospital a patient attains a degree of equilib- 
rium which is of real service in decreasing 
operative and post-operative risks. I will sum- 
marize this phase of the subject by stating that 
as a result of clinical experience I am per- 
suaded that the ingestion of Lugol’s solution 
and suprarenal cortex together with hospital- 
ization before operation are powerful factors 
in preventing or decreasing post-operative 
nausea and vomiting and in generally improv- 


ing the surgical patient’s subsequent well- 
being. 

Dragstedt has shown that the tetany and 
death that usually follows in untreated thyro- 
parathyroidectomized dogs can be entirely 
prevented by simple pre-operative dietetic 
measures. If the dog be given a meatless diet, 
with the adequate addition of lactose and 
ealcium, for about one week prior to operation 
(until such time as his solid excreta are of a 
light brown colour) he ean then be thyro- 
parathyroidectomized (the thyroid is always 
removed in animal parathyroidectomy) and he 
will not develop post-operative tetany unless 
meat be added to his diet after operation. 
From this work one is surely justified in draw- 
ing the conelusion that by pre-operative diet 
alone dogs can be protected from the severe and 
often fatal biochemical disturbances that in- 
variably follow thyro-parathyroidectomy. The 
rationale of Dragstedt’s tetany-preventing diet 
is probably as follows. The meat-free diet, rich 
in lactose and carbohydrate, causes a radical 
change in the animal’s intestinal flora. The 
usual predominating toxin-producing proteo- 
lytic bacteria are superseded (due to the 
abundance of ingested lactose and carbohydrate 
and lack of meat) by the innocuous non-toxin- 
producing aciduric bacteria in the intestinal 
tract. The comparative absence of proteolytic 
bacteria in the intestine and the absence of 
meat from the diet cause a minimal production 
of toxic amines, and hence decrease the liver’s 
burden of detoxication. This decreased hepatic 
load, together with the assistance afforded by 
adequate calcium intake (although the dogs 
will survive untreated thyro-parathyroidectomy 
with minimal caleicum intake), enables the dog 
to withstand such a radical operation success- 
fully. 

The importance of dietary calcium in aiding 
liver function in detoxication is well illustrated 
by the experimental work of P. D. Lamson. He 
has demonstrated that lack of calcium in a 
dog’s diet strikingly diminishes the animal’s 
resistance to a poison such as earbon tetra- 
chloride. It is entirely reasonable to assume 
that lack of dietary calcium likewise diminishes 
human resistance to such a poison (although a 
mild one) as ethyl ether. Post-operative in- 


fection of the respiratory tract too often 
seriously complicates the recovery of the surgi- 
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cal patient, regardless of what anesthetic agent 
has been used. Research has established the 

fact that the health of the respiratory 
epithelium is definitely impaired by dietary 
lack of vitamins A and B. In laboratory 
animals this avitaminosis and resulting lowered 
‘‘tone’’ of the respiratory epithelium results in 
a decidedly greater incidence of respiratory 
infections. 


DISCUSSION 


In view of the fact that the development of 
acidurie type of intestinal flora acts so effec- 
tively in protecting dogs from the serious 
sequele of thyro-parathyroidectomy, it is not 
improbable that such a bacterial development 
would be of benefit to human beings about to 
undergo elective surgery under ether (or any 
other anesthetic). In my opinion the terminal 
effect that the ingestion of meat invariably has 
on adrenalectomized, hypophysectomized or 
thyro-parathyroidectomized dogs should bar it 
in human beings before operation. Inasmuch as 
calcium is known to assist hepatic function, its 
presence in liberal quantities, together with 
vitamin D, should be guaranteed by the pre- 
operative diet. The well-founded opinion that 
avitaminosis retards the health and decreases the 
infection-resisting powers of the respiratory 
epithelium suggests that the diet before operation 
be adequate, especially in regard to vitamins A 
and B. If and when the author’s findings are 
verified, the addition of Lugol’s solution and 
suprarenal cortex to the pre-operative medica- 


CONSERVATIVE OPERATION FOR ‘‘ BUNIONS’’.—E, D. 
McBride states that the operation that he previously 
described and termed ‘‘a conservative operation for 
bunions’’ has fulfilled the surgical requirements and the 
patient’s expectations, as has been shown in an analysis 
of 39 consecutive cases. The principle of the operation 
is similar to a step advocated by Silver. The valgus 
position of the toe is corrected by releasing the ad- 
ductor tension from the outer side of the base of the 
proximal phalanx, and the improvement is maintained by 
shortening the capsule formed by the abductor hallucis. 
Experience with the procedure brought about the neces- 
sity of classifying the cases into types according to the 
length of time the deformity has existed, the age of the 
patient, the roentgen appearance of the sesamoid bones, 
and the severity of the deformity: (1) In patients less 
than 30 years of age in whom there is a confirmed de- 
formity, thickened painful bursa, no bone atrophy and 
the sesamoids are not displaced the adductor tendon is 
detached and transplanted to the outer side of the meta- 
tarsal head. The capsule on the outer side of the articu- 
lation is freed thoroughly, and if necessary the flexor 


tion will be indicated. Further, the pre- 
operative hospitalization of the major surgical 
patient for at least three days has been 
definitely shown in Vancouver to pay handsome 
dividends in the form of a smoother clinical 
course. 

In conelusion I would say that the results of 
clinical and animal experimentation warrant 
more serious attention to the diet and medica- 
tion of the surgical patient before operation. 
I would suggest that for one week prior to 
operation the patient should be on a meat-free 
high carbohydrate diet, abundant in vitamins 
and calcium, supplemented with 1.5 ounces of 
lactose daily. For five days prior to operation 
he should take ten minims of Lugol’s solution 
daily. For three days prior to operation he 
should be in the hospital, getting into physical 
and environmental equilibrium. 

The fact that the majority of patients survive 
our present customary lack of preparation is no 
argument for its continuance. When the pa- 
tient’s well-being, or perhaps even his life, is 
at stake, it should be the duty of every surgeon 
and anesthetist to apply every measure that 
offers any reasonable degree of assurance of the 
satisfactory outcome of the proposed operation. 
Undoubtedly the next great advance in surgery 
will be in the field of pre-operative care. When 
this ensues and when anesthetists are trained 
to administer ether according to the technique 
outlined above, or in even better fashion, then 
we will have made ether an ideal general 
anesthetic. 


brevis is tenotomized to relax completely the proximal 
phalanx. The external sesamoid is not removed and little 
or no excision of bone is made from the inner side of the 
metatarsal head. The bursa is sectioned so that the 
abductor hallucis is shortened. (2) In patients aged 
from 30 to 60 in whom there is a fixed deformity, large 
painful bursa, bone hypertrophy or irregularity and the 
sesamoids are displaced and misshapen the external 
sesamoid is removed and as much bone is excised from 
the inner side of the metatarsal head as is necessary to 
satisfy the cosmetic demand. (3) In those persons who 
are past the age of 60 and in whom there is a possibility 
of circulatory deficiency the procedure is contraindicated. 
Release of the adductor tension and excision of the 
hypertrophied bone and bursa may be accomplished when 
there is no definite evidence of circulatory deficiency. 
(4) In patients of any age who have arthritis of rheu- 
matic nature surgery should be postponed until acute or 
subacute inflammatory activity has entirely subsided. 
The plastic operation is not suitable when the articular 
surfaces are unsuitable for painless function of the toe. 
—J. Am. M. Ass., 1935, 105: 1164, 
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ILEUS ASSOCIATED WITH TRANSIENT RENAL INSUFFICIENCY 


By Norman B. Gwyn, 


Toronto 


HIS interesting subject is dealt with by 

Wakefield, Mayo and Bargen,' of the Mayo 
Clinic, in a report of several cases which pre- 
sented the signs and symptoms of ileus without 
physical conditions in the gastro-intestinal tract 
which might produce the distension and intes- 
tinal paresis. In some of the cases reported the 
abdominal symptoms were acute enough to 
induce experienced surgeons to perform a 
laparotomy, only to find that there was nothing 
in the abdomen that could be held responsible 
for the intestinal distension. Careful investiga- 
tion seemed to indicate that the abdominal con- 
dition had arisen as part of a toxemia due to 
transient acute renal insufficiency, and it was 
further evident that as the renal insufficiency 
subsided the ileus disappeared. 

Reading from the carefully prepared report, 
I realized that it gave an explanation of a 
troublesome abdominal distension which came 
under my observation in recent years, and the 
case hereunder is reported in the hope that it 
may assist others in the handling of this most 
serious abdominal complication. 


CASE REPORT 


Col. M., aged 82, always very strong and well in 
the past. Five days previous to his admission to the 
hospital he had had a cataract removed, a local anes- 
thetic being used. Twenty-four hours after the opera- 
tion he began to have marked distension of the abdon.en 
with inability to move the bowels. He vomited, was 
very restless through the night, and forty-eight hours 
later was found with his abdomen badly blown up, with 
persistent nausea and regurgitation, and with inability 
to move the bowels. Seventy-two hours later it was 
noted that he did not want to eat, that there was oc- 
easional vomiting, and that his tongue was dry, but the 
notes show that there was no absolute obstruction, 
though very little response to enemas or to the repeated 
doses of salts which had been given for the two days 
preceding. Ninety-six hours later it was quite evident 
that the patient was badly poisoned. The white blood 
count had risen to 20,000 per ecmm. There was still 
some vomiting, the abdomen was very tense, and the 
outline of what looked like the colon could be easily 
traced through the walls. There was no sign of fluid 
in the flanks. Some little colicky pain across the mid- 
abdomen and some little tenderness on pressure were all 
that could be made out on the most careful examination. 
There was nothing in the rectum. Some intestinal 
movements persisted, as they could be readily heard by 
stethoscope. The bladder did not seem distended; the 
prostate was slightly enlarged. The urine showed on 
the first examination—specific gravity 1.030, a very 


much reduced amount for the twenty-four hours, no 
sugar, albumin two plus, and many casts of all sorts. 

On the fourth day a temperature of 99° was re- 
corded. Apart from this, however, the temperature 
remained persistently subnormal. The non-protein 
nitrogen was found to be 61; blood sugar was in normal 
range. Treatment by repeated enemas, hot fomenta- 
tions, and pituitrin injections gave some relief. On this 
fourth day of the illness the patient passed a comfort- 
able night, and the next day had a good bowel move- 
ment. His abdomen softened considerably, though still 
remaining distended. 

In the next two days outspoken symptoms in con- 
nection with the genito-urinary tract were in evidence. 
The abdomen still remained distended, though it became 
easier to reduce it with enemas and pituitrin, but com- 
plete suppression of urine developed and persisted for 
twenty-four hours, no urine being found in the bladder. 
By the next day, however, a catheter found six ounces, 
very distinctly albuminous and containing upwards of 
300 granular casts per high-power field. This enormous 
excretion of casts disappeared immediately, and sub- 
sequent examinations showed only a few pus and red 
blood cells, and in a few days free flow of urine was 
established. 


Following the use of the catheter there was some 
irritation of the bladder and the patient was unable 
to void. It became necessary to remove the urine two 
and three times a day, and the bladder remained paretic 
for about two weeks. Control then gradually returned 
and the abdominal distension completely disappeared. 
With the relief of distension and the clearing-up of 
symptoms the patient quickly improved and the neces- 
sity for any further investigation of the gastro-intestinal 
tract seemed removed. The urine cleared, the non- 
protein nitrogen dropped to 40 and 30, and no signs 
remained of the curious, unexplainable toxemia which 
had given rise to an abdominal condition so acute that 
one consultant had advocated immediate exploration, 
and a kidney upset which had resulted in a complete 


suppression of urine, with a cylindruria of unusual 
proportions. 


In a general way the internist is familiar with 
the syndrome of acute abdominal distension 
occurring in connection with chronic kidney dis- 
orders, and it is fair to say that such cases have 
often been considered to be due to some form of 
acute inflammation hidden somewhere in the 
abdomen. It is distinctly unusual, however, in 
a medical clinic, to hear such a symptom- 
complex referred to as a true ileus, and the 
probability is that most observers have failed to 
recognize that an acute form of intestinal paresis 
may develop in the course of an illness more 
purely medical than surgical. The observation 
of the Mayo Clinic is for this reason one of real 
interest and the title ‘‘an enterorenal syndrome”’ 
is one which might well remain fixed in our 
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minds. Most important in the consideration of 


these cases of acute ileus, however, is the sug- 
gestion that the symptoms may occur with a 
transient renal insufficiency and that after the 
ileus has subsided a clearing-up of the signs of 
kidney disorder may take place. 

Whether the upsetting of the kidney function 
predisposes to the oceurrence of ileus or whether 
the ileus provokes the signs of renal damage is 
difficult to say. The majority of cases reported, 
including that above described, seem to be in 
subjects well on in life, whose arteries might be 
expected to show progressive degeneration. The 
subsequent history of the patient noted above 
would suggest that some vascular lesion had 
occurred in the cord, for he required to be 
eatheterized for several weeks after his acute 
illness. 

As to what may be the prime cause of an 
ileus there is, of course, no universal agreement. 
In the light of present-day investigation, some 
upsetting of the metabolism which results in a 
chemical disturbance around the nerve endings 
in the intestinal muscles would seem, if we be- 
lieve the physiologists, to have an important 
bearing. Whether some similar disturbance in 
the nerve endings in and about the kidneys 
might be actively set up at about the same time 
as the ileus was developing, is, of course, a pos- 
sibility, but something about which it is at pres- 
ent unwise to be too dogmatic. The observers 
who described the enterorenal syndrome say: 


‘To assume that the renal insufficiency was pro- 
duced by the arteriosclerosis is in keeping with clinical 
and pathological experience. It is also conceivable to 


PROTAMINE INSULINATE.—H. C. Hagedorn, B. N. 
Jensen, N. B. Krarup and I. Wodstrup, Copenhagen, 
Denmark, treated 85 patients with protamine insulinate. 
During the patients’ stay in the hospital the blood sugar 
was examined as a matter of routine, five times every 
day. More than 15,000 blood sugar determinations and 
3,000 determinations of sugar and ammonia in the urine 
form the basis of the present communication. The pa- 
tients treated have been on a diet with an average of 
about 2,300 total calories, individually modified according 
to the caleulated standard metabolism (Du Bois) of every 
patient. The test of the effect of the protamine insulin- 
ate has been made by comparing periods in which the 
patients were treated with ordinary insulin with periods 
in which, under exactly the same conditions otherwise, 
they were treated with protamine insulinate. The sharp 
peak effect, usually seen three or four hours after the 
injection of ordinary insulin, is largely avoided by the 
use of protamine insulinate. The effect of protamine 
insulinate is more prolonged—roughly about twice as 
long as that of ordinary insulin. Without increasing the 
number of injections, one can by this means diminish 


assuine that both the ileus and the transient renal in- 
sufficiency were the result of synchronous local vascular 
disturbances in the kidneys and intestine or were the 
result of reflex action of the central nervous system. 
In the cases in which an exploratory laporotomy was 
performed there was a dilatation in the lower part of 
the ileum and right half of the colon, but no detectable 
circulatory disturbance. The absence of circulatory 
changes in the intestine is not convincing enough to 
assume that the syndrome was not the result of circu- 
latory changes that were produced by vascular disease. 
The two exploratory operations were most valuable in 
the formation of a mental picture of what was going 
on in the abdomen, and in ruling out gross pathological 
changes. ’’ 


The concluding remarks of the observers at 
the Mayo Clinie indicate that they had gone 
much further in their investigations of the ten 
cases with which they were dealing than we had 
thought necessary to do with our own case. They 
particularly note that there was in all an eleva- 
tion of the concentration of urea in the blood, 
that the value for the chlorides was high, and 
that the carbon dioxide combining power was 
normal. These two latter tests, of course, are 
more particularly in the way of distinguishing 
obstruction in the upper part of the intestine 
from distension and obstruction in the lower 
bowel, They suggest that if a patient presents 
the signs and symptoms of acute obstruction of 
the colon with a high blood urea, that a con- 
servative method of treatment is more to be con- 
sidered, and that the existence of acute ileus 
with renal insufficiency, or their so-called 
‘‘enterorenal syndrome’’, should be kept in mind. 
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the blood sugar fluctuations, reduce or suppress the 
glycosuria, and reduce the ammonia excretion, and at the 
same time reduce the risk of the occurrence of hypo- 
glycemia. The effect seems to be the same whether the 
patients stay in bed or not. It has been as effective in 
children as in grown-up persons. When the treatment 
with ordinary insulin gives satisfactory results, the use 
of protamine insulinate is of no special value. Feelings 
of uneasiness due to acidosis or high blood sugar were 
relieved without giving more than two injections daily. 
In the discharged patients, especially the children, it was 
found to be easier to maintain the regulation by treat- 
ment with protamine insulinate. When ordinary insulin 
is given in the morning after protamine insulinate in the 
evening, the ordinary insulin will in most cases be much 
less violent in its effect, because it is given at a moment 
when the organism is in fairly good balance and the 
blood sugar fairly low. It is usually best to give the 
injections at equal intervals, 8 a.m. and 8 p.m. In many 
cases it is possible to do with a smaller dose of protamine 
insulinate than of ordinary insulin—J. Am. M. Aszs., 
1936, 106: 177. 
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SOME ENTOZOA OF MAN AS SEEN IN CANADA AND SOUTH AFRICA* 


By H. B. FANTHAM AND ANNIE PORTER, 


Department of Zoology, McGill University, 


Montreal 


[PDURING the past two years of residence in 

Montreal opportunity has been afforded us 
of examining microscopically fecal and other 
materials from a number of persons for animal 
parasites. Following on our sixteen years of 
similar examinations in Johannesburg, S.Af., it 
is of interest to compare the results of the ex- 
aminations made by us in the two cities, espe- 
cially as there are considerable differences in 
altitude, climatic conditions, and composition of 
the population in the two places. 

Johannesburg is situated in the Transvaal, 
5,800 to 5,900 feet above sea level, on a high 
tableland, 26.11° S. latitude and 28.7° E. longi- 
tude. It is thus only 3 degrees south of the 
Tropic of Capricorn. Its air is exhilarating, as 
it has a so-called ‘‘plateau climate’’, and there 
is much sunshine even during the winter. The 
rains in Johannesburg are summer rains and so 
the winter is dry. The temperature in the sum- 
mer may reach 90° F. in the shade, while even 
in the coldest winter weather it is relatively 
warm at mid-day, and only a few degrees of 
frost are experienced during a few winter nights. 
Only a very small amount of snow falls during 
some winters. 

Montreal is on an island in the St. Lawrence, 
nearly at sea level, 45.31° N. latitude and 73.35° 
W. longitude. There is a long, cold winter, when 
—40° F. may occasionally be experienced. The 
spring is short, the summer hot and humid, 
when the temperature may reach 90° F., and a 
short autumn or fall introduces the winter, when 
11 to 14 feet of snow may fall in the city. 

With regard to the population of the two 
places, each is cosmopolitan in some respects, 
though the composition of the population is dif- 
ferent. Johannesburg, on the greatest producing 
gold field of the world, has a cosmopolitan Euro- 
pean population, mainly Dutch and English, but 





* Read at the afternoon scientific session of the 
Pan-American Medical Association, Section of Tropical 
Medicine, on July 21, 1935. 


with Portuguese, Italian, French, German, Greek 
and Seandinavian elements, a rather large popu- 
lation of Jewish people, mostly from. Central 
Europe and Russia, a very large population of 
natives, members of many Bantu tribes, who are 
employed as house boys, shop delivery boys, 
labourers and workers in the gold mines, a small 
Indian population, chiefly grooms, vegetable 
growers and sellers, small shopkeepers, and a 
few silk merchants, and a very small Chinese 
population, chiefly engaged as vegetable growers, 
small shopkeepers, laundry workers, and a few 
silk merchants. The Asiatic population is main- 
ly descended from people imported as indentured 
labourers for work on mines or railway con- 
struction or for work on the Natal sugar plan- 
tations, many years ago, and all have been born 
in South Africa. Many of the native mine 
workers come under contract from Portuguese 
East Africa. Both natives and Asiatics have 
added directly to the health problems of the 
Union, for they have brought certain parasitic 
diseases with them. 


In Montreal there is the usual white cosmo- 
politan European element, due to it being a very 
large port, in addition to the settled population, 
in which the French Canadian is most numerous 
and the British next. A distinct Balkanie and 
Russian Jewish element is also fairly strong. 
Italian, Greek and Scandinavian peoples are 
present in small numbers. A prosperous Chinese 
element has its own district and engages in 
commerce and laundry work. There is a small 
African element consisting of negroes origi- 
nally from the West Indies and the United 
States, largely West African in ultimate origin, 
and a sparse representation of North American 
Indians or hybrids between them and other 
elements in the population. The Asiatic and 
African elements in Montreal perhaps also ap- 
pear to be of some significance in relation to 
parasitic disease, though more investigations are 
certainly needed in this direction. 
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MATERIAL AND METHODS 


Fecal examinations may first be considered 
and then blood examinations. 

In Montreal we have made examinations of 
fresh stools of hospital patients, many in the 
Royal Victoria Hospital, some patients of private 
practitioners, and a few students. In the first 
instance the investigation was undertaken in an 
attempt to ascertain the excitant in some cases 
of colitis,* stools of patients not suffering from 
gastrointestinal complaints being used as checks 
or controls and as samples of the general popu- 
lation. In some respects the cases became more 
of a selective nature, for, Entameba histolytica 
having been established by us as the causal 
agent of certain eases of colitis, interest was 
aroused and resulted in more stools of such 
colitis cases and of patients suffering from diar- 
rheie conditions being submitted for examina- 
tion. A few of these patients came to Montreal 
from other Quebec cities and from other prov- 
inees, but the greater number were residents of 
Montreal or‘its vicinity. The few students were 
apparently normal, healthy young males. 

The stool of each person was examined at 
least once microscopically and once by concen- 
tration or enrichment methods. In some cases 
as many as twenty examinations were made for 
one patient. Fresh preparations in normal 
saline, in 0.5 per cent methyl green, and in 
Gram’s iodine were always examined. Occa- 
sionally fixed and stained preparations were 
used. A number of stools were washed for 
parasitic worms, 

In Johannesburg, the examinations made by 
us at the South African Institute for Medical 
Research were of stools derived from patients 
at the large Johannesburg General Hospital, the 
Non-European Hospital, Children’s Hospital, 
various mine hospitals and private patients of 
various medical practitioners from all parts of 
South Africa. The same procedure was used as 
in stool examinations in Montreal. While 
many were sent for examination on account of 
abdominal malaise, others were sent as routine 
measures only. Thick and thin blood and 
lymph smears, sent for examination for hema- 
tozoa, were usually stained with Giemsa’s solu- 
tion or with hematoxylin and eosin. 

While the results are not entirely comparable, 
yet there is a parallelism, as will be shown sub- 
sequently, and this emphasizes that conditions of 


entozoal infestation in a place almost in the 
tropics, such as Johannesburg, may be dupli- 
cated, at any rate to some extent, in a city in a 
geographically more temperate region, such as 
Montreal. 

In this paper the term ‘‘parasite’’ is used in 
a general sense and is practically synonymous 
with ‘‘entozoon’’. 


ENTOzZOA FouND IN HUMAN STOOLS 
IN MONTREAL 


During two years in Montreal, the stools of 
563 persons, comprising 242 men and 321 
women, have been examined for Entozoa, both 
Protozoa and Helminthes, and of these 208 
persons (94 men and 114 women) harboured 
some species of intestinal Entozoa. While 
148 persons had one species of intestinal 
Entozoa, 50 harboured two kinds of Entozoa, 9 
had three species and 1 had an intestinal fauna 
of four different kinds of animal parasites. 
These may now be summarized. 


SINGLE PROTOZOAL INFECTIONS 


Nine kinds of Protozoa have been observed as 
the sole animal parasite present in the stools of 
persons examined. These were :— 


Name No. of 
Sarcodina persons 
Entameba histolytica ............00685 63 
PRMURCERRC OGRE saa Sh aiSiak sinls a/c oka ele Xs 15 
ERGOT HOMES ono ds Seeks cea ewas 8 
Iodameba butschltt ............02---- 2 
Dientameba fragilis ....... ......... 5 
Free-living ameba (Vahlkampfia sp.) .. 1 
Mastigophora 
Trichomonas hominis ........cccceeees 7 
Chilomastian mesntli 2.0.2... c ccc ccces 26 
Giardia imtestamans 2... ccccscenscwces 15 


SINGLE HELMINTHIC INFECTIONS 


Five kinds of single Helminthic infections 
have been found, thus :— 


. Name No. of 
Cestoda persons 

Hymenolepis diminuta ..........000006 1 

Diphyllobothrium latum .........0.0085 1 
Nematoda 

TTUCRGS COIN oo kok ok os att caic 2 

Enterobius. vermicularis .......ccceeees 1 

NGCQEOT GINEVICAREE oo ck. cs ccc ee dc ceciic 1 


DouBLE ENTOZOAL INFECTIONS 


Seventeen combinations of two animal para- 
sites have been found in stools from 50 patients, 
14 of the combinations being of 2 species of 
Protozoa and 3 of them of Protozoa and Hel- 
minthes. These may be tabulated as fo'lows :— 
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No. of 

Parasites persons 
Entameba histolytica + E. colt ............45. 5 
re sg + Endolimaxz nana ...... 2 
ee oe + Iodameba butschlii ... 1 
™ “ + Dientameba fragilis .. 7 
es s + Chilomastia mesnili ... 12 
-F - + Trichomonas hominis . 7 
i . + Giardia intestinalis .. 5 
Entameba coli + Chilomastix mesnili ... - 
bg + Giardia intestinalis .... 3 
Endolimazx nana 4- Trichomonas hominis .. 1 
es ns + Chilomastix mesnili ... 2 
Dientameba fragilis -+- Giardia intestinalis .. 1 
Chilomastiz mesnili + Trichomonas hominis .. 4 
ee iS + Giardia intestinalis ... 1 
Endolimax nana + Hymenolepis nana .... i 
Entameba coli + Enterobius vermicularis 1 
Dientameba fragilis + Trichuris trichiura ... 2 


TRIPLE ENTOZOAL INFECTIONS 


Nine cases of infection with 3 species of 
animal parasite have been observed. Of these, 8 
persons each harboured a different combination 
of three species of Protozoa and the remaining 
patient harboured mixed Protozoa and Hel- 


minthes, The organisms and their combinations 
were :— 


Entameba histolytica, E. coli, Dientameba fragilis. 
ne ee re Iodameba butschlii. 
6é éé 


Endolimaxz 


nana, Chilomastixz 
mesnili, 
a _ Iodameba butschlii, Trichomonas 
hominis. 
™ ee Chilomastix mesnili, Trichomonas 
hominis. 
= sa ” ” Giardia in- 
testinalis. 


Entambeba coli, Endolimax nana, Iodameba butschlii, 
Trichomonas hominis, Chilomastix mesnili, Giardia in- 
testinalis. 


Entameba histolytica, Giardia intestinalis, Enterobius 
vermicularis. 


QUADRUPLE MIXED INFECTION 


One ease only of a patient with 4 intestinal 
Entozoa came under observation, the organisms 
being Endolimax nana, Diphyllobothrium latum, 
Tema saginata and Ascaris lumbricoides. The 
worms were diagnosed from embryophores or 
ova in the stools and recovered from stools 
passed after treatment. 


From the foregoing, several points of interest 
accrue. It will be seen that 103 persons (45 
men and 58 women) harboured Entameba 
histolytica out of 563 people examined, that is, 
an infection of 18.3 per cent. While remember- 
ing the partly selective nature of the cases 
already mentioned, it is evident that amebiasis 
is a factor to be borne in mind, even in places 
far north of the Equator and with severe 
winters, such as Montreal, particularly if such 


places are ports. As four other Sarcodina may 
be present in the human alimentary tract, it is 
necessary to use both caution and skill in dis- 
eriminating between the pathogenic Entameba 
histolytica and the non-pathogenic FE. coll, 
Endolimax nana, Iodameba butschli and Di- 
entameba fragilis. Factors contributory to the 
occurrence and ultimate control of EL. histolytica 
will be discussed later. 

In 85 persons, flagellate infections occurred, 
either singly or with other Entozoa. 

Four tapeworms, Tenia saginata, Hymeno- 
lepis nana, H. diminuta and Diphyllobothrium 
latum, have been found in man in Montreal. 

Four Nematodes, Necator americanus, Entero- 
bius vermicularis, Ascaris lumbricoides and 
Trichurts trichiura, have been observed. 

In addition to the foregoing animal parasites 
observed in stools, mention must be made of 
two other parasites obtained at operations or 
at post-mortem examinations and made avail- 
able to us by the kindness of several colleagues 
in Montreal during the last two years. The 
parasites are the human liver fluke, Clonorchis 
sinensis, faand twice in Chinese men who died 
in Montreal, and large, living hydatid cysts of 
Echinococcus echinococcus, from three patients. 
Several samples of cerebrospinal fluid have also 
been examined by us for parasites, and in one 
sample a few hooklets, brood capsules and 
seolices of Echinococcus were present. A very 
small cyst from human cerebrospinal fluid, sent 
to us privately by a medical friend, proved to 
be Cysticercus cellulose, the larva of Tenia 


solium, but the patient did not belong to 
Montreal. 


ENTOzOA FouND IN HUMAN STOOLS IN 
SoutH AFRICA 


In connection with our South African work, 
reference may be made to figures and differential 
analyses of parasitological results published in 
the Annual Report of the South African In- 
stitute for Medical Research for 1928, at which 
time one of us was Honorary Protozoologist 
and the other Head of the Department of 
Parasitology in the Institute. Some figures 


relating to the incidence of animal organisms 
will also be quoted from other of the Institute 
Reports, and also remarks made from personal 
knowledge where certain information was not 
published in the necessarily condensed Annual 
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Reports. For instance, in 1931, there is the 
statement that ‘‘Entameba coli was of such fre- 
quent occurrence: that records were not kept,’’ 
a statement that is equally true of other years. 
Unfortunately, records of Endolimax nana, 
Iodameba butschlii and Dientameba fragilis in 
Johannesburg are also unpublished and are no 
longer available to us. The Report for 1928 has 
been chosen as more details are given in it than 
in many of the other Reports.* It must be 
emphasized that the figures given relate to the 
number of stools examined and not to the num- 
ber of persons, as was the case for Montreal. 


In the year 1928, the stools examined for 
animal parasites numbered 5,094, of which 1,739 
were suspected of dysentery. The incidence of 
certain parasites only, as recorded in the An- 
nual Report, is as follows: — 


No. of 
Protozoa stools 
Hantamebda Ristolyties ... oc cc ccccccscsccscvcss 264 
ED PEGI TING ooo oosine eR eninc Zeced ena 94 
CRUOMGETUE TREOWY 6.55.6 6G He RCR HORRORS 106 
CHGTGN PRECHIVMUNG 5 his Oe.w a ssid deleseki dees 118 
Cestoda 
CCIE SOLWUNN YS 5.a.e:b:ticsiaid bid Scares ae. o oanelate «Staal 3 
SE HE bn bo aie be heheh cdednsdisseeeins 8 
TO GOD oi isis'0 6 Ken ccnenti caewaweesies 9 
Hymenolepis dimita .....ccccccccccsccccces z 
Trematoda 
SCRStOSOMA MANSON 2.5.66 os 5 ke Se cee 26 
Nematoda 
Ancylostoma AUOdENale ...ccsccccsecsscccccses 315 
IVOCRIOT GIROTICORUED 2 655s SiR KO Re eee ewe 12 
MBCGINS- CHTOTTOCONROS 650i 6 Sea ee MeA RRS Cee 39 
EPROMMTNE: SIUORUNO 6 icetais Gide te 6x do haeie se caw 41 
Strongyloides stercoralis 2.0... ccccccccsccsees 7 
Enterobmus vermicularts ...ccccccccccccccccces 2 
TEOGUIOONS BODIED 6.0.6. 00 i bs ccd cdsnemuandes 1 


Considering the pathological significance of 
Entameba histolytica, out of 1,739 suspected 
dysenteric stools it was found in 264, or 15 per 
cent. In 202 it was the only animal parasite 
present, and in 62 it was associated with from 
one to four other animal parasites, 25 combina- 
tions of parasites having been found. The fol- 
lowing analysis gives some idea of the association 
of E. histolytica with various other parasites in 
feeces. 


Entameba histolytica with one other animal 
parasite :— 


E. histolytica + Chilomastix mesnili ..........+... 13 
“ + Trichomonas hominis ............ 3 
as + Giardia intestinalis ..........0065 6 
5 + BWtGMEUG COM 205 cei caede cs 3 
sg + Ancylostoma duodenale .......... 2 
= + Enterobwus vermicularis .......... 1 


a + Schistosoma mansoni 


Entameba histolytica with two other animal 
parasites :— 


E. histolytica + Chilomastix mesnili and Trichomonas 


ROME Poh io ci eutts Slew 6 
“6 + Chilomastix mesnili and Giardia im- 
CHEE ccdaivewesanenaceces 2 
$s + Trichononas hominis and Giardia in- 
DRED 0546 bcdacdeenrsamans 2 
= + Entameaba coli and Giardia intesti- 
WANG BEV ces wadeudtandens sexe 1 
te + Entameba coli and Ancylostoma 
Ne CTCL Oe CECE COTE 1 
8 + Entameba coli and Chilomastix mes- 
NP: 6a: s 6 tieeackmhekes aimed 1 
es + Trichomonas hominis and Spirocheta 
Ce ae eee Le 1 
8 + Giardia intestinalis and Tenia solium 1 
SS + Trichomonas hominis and Ascaris 
WMGIIOUNGEE 6 oa Si iciteSciceds 2 
‘ + Trichomonas hominis and Ancylo- 
stoma duodenale ....ccccccees 1 
a + <Ancylostoma duodenale and Ascaris 
WURDTICONUES 6. diicicd scddicidsciars 2 
as + <Ancylostoma duodenale and Necator 
GUT = ovnkndavtadscicni 1 
" + Ancylostoma duodenale and Schisto- 
SOME MONGOEE 6c i cccicicscce cua 1 
-< + Schistosoma mansoni and Ascaris 
IWMUNIOONEES® » ki Karrckn di ceeds 1 


Entame@ba histolytica with three other animal 
parasites :— 


E. histolytica + Chilomastizx mesnili, Giardia intes- 
tinalis and Ascaris lumbricoides 1 

+ Chilomastix mesnili, Schistosoma 
mansoni and Ancylostoma duo- 


ce 


GENGRS Suenadeacuadtenavaceaws 1 
2s + Entameba coli, Chilomastiz mesnili 
and Trichomonas hominis .... 1 


Entameba histolytica with four other animal 
parasites :-— 


E. histolytica + Ascaris lumbricoides, Ancylostoma 
duodenale, Trichuris  trichiura 
and Trichomonas hominis 


Another pathogen of much importance occur- 
ring in stools is Schistosoma mansoni, particu- 
larly in certain districts in Portuguese East 
Africa from which native labour is recruited 
for the gold mines of the Witwatersrand. In 26 
stools ova of S. mansoni were found, and in 14 


they were associated with other parasites as 
follows :— 


Schistosoma mansoni + Entameba histolytica 
as s Trichomonas hominis ...... 
Ancylostoma duodenale 
Ascaris lumbricoides ...... 
S. hematobium and Ascaris 
lwmbricoides 
Trichuris trichiura and 
Ascaris lumbricoides ... 2 
Trichomonas hominis and 
Enterobius vermicularis . 1 
Ancylostoma duodenale and 
Enterobius vermicularis . 1 
Ancylostoma duodenale and 
Entameba histolytica .. 1 
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The incidence of certain animal parasites in 
stools for some other years may be of interest. 

In 1931, the stools examined were 4,491. 
Entameba histolytica was detected in 271 of 
them; Chilomastix mesnili in 173; Giardia in- 
testinalis in 152; Trichomonas hominis in 121; 
Tenia saginata in 18; Tenia solium in 1; 
Hymenolepis nana in 2; Hymenolepis diminuta 
in 1; Schistosoma mansoni in 9; Ascaris lumbri- 
coides in 19; Enterobius vermicularis in 1; 
Trichuris trichiura in 24; Strongyloides ster- 
coralis in 4; and Ancylostoma duodenale and 
Necator americanus together numbered 220. 

In 1932, the stools examined numbered 4,684. 
Entameba histolytica was found in 226, being 
the sole animal organism present in 174 and 
occurring with one, two or three other parasites 
in 52 specimens. Chilomastix mesnili occurred 
as the sole infection in 156 stools, and Giardia 
intestinalis in 122. In this year 418 stools were 
specially examined for hookworm ova, and these 
were found in 197 of them, while they also 
occurred in 10 stools sent in for examination 
but not under suspicion of hookworm infection. 
Ancylostoma duodenale, Necator americanus 
and Ternidens deminutus were represented. 

Special attention having been given for several 


years to the incidence of hookworm on the gold 


mines of the Witwatersrand, the stools of 
Europeans and of natives suspected of hook- 
worm as contributory to anemia and run-down 
conditions were systematically examined for 
parasites. The number of hookworm cases among 
white men was relatively small compared with 
the large number of unaffected white workers, 
but such eases were contracted through soil 
pollution on the mines by eareless natives, who 
disregarded the abundant latrine accommodation 
provided. The cases among natives were mainly 
of the carrier type, the mine labourers having 
brought the hookworms with them from their 
distant homes.* 


H2MATOZOA IN MONTREAL 


With regard to blood-inhabiting parasites, in 
Montreal there has been little opportunity to 
examine human blood films, but of the few so 
far examined, three contained malarial parasites. 
Two of them had young trophozoites (‘‘rings’’) 
and one of the two also rosettes of Plasmodium 
vwax; the other harboured fairly numerous 
rings and a very few gametocytes (‘‘crescents’’) 


of the malignant or sub-tertian parasite, Plas- 
modium falciparum. As far as could be ascer- 
tained, none of the three persons had ever lived 
in or visited the tropics. One was born on 
Montreal Island and was stated never to have 
been farther south than Sherbrooke, Que. No 
mixed infections of malarial parasites so far 
have been observed. There are several species 
of Anopheles around Montreal. 

One blood film containing a Spirochete, 
either Spirocheta recurrentis or a variety there- 
of, has been shown to us, the patient having 
perhaps contracted the parasite in the Southern 
States, where he had visited. 

Two series of blood films have been examined 
for Microfilariz, but in neither case were the 
parasites observed. One series of lymph slides 
examined for evidence of filarial infection was 
also negative. 

There has been no opportunity in Montreal 
for us to examine post-mortem material in the 
blood vessels of which adult Schistosoma hema- 
tobium, S. mansoni or S. japonicum may oceur. 
We have obtained ova of S. hematobium from 
the urine of one person who had contracted 
bilharziasis in West Africa and have examined 
a number of stools from another man who had 
been treated for bilharzial dysentery when resi- 
dent in East Africa, the treatment apparently 
having been successful, as judged by the ab- 
sence of ova of S. mansoni. 


H2MATOZOA IN SoutH AFRICA 


With regard to Hematozoa in Johannesburg, 
every year about 1,500 to 1,600 blood smears 
were examined by us for malarial parasites. 
In 1928 at the South African Institute for 
Medical Research, 1,592 slides were examined, 
of which 233 contained malarial parasites, 140 
being Plasmodium vivax, 61 Plasmodium falci- 
parum, and 32 a mixed infection of P. vivax and 
P. falciparum. In 1932, when 1,619 slides were 
examined for Hematozoa, 291 contained malarial 
parasites. Of these 48 contained P. vivax, 64 P. 
falciparum and 177 both P. vivax and P. 
falciparum. Two slides had P. malarvw, quartan 
malaria being infrequent in South Africa and 
occurring at the end of the malarial season. 
Human trypanosomiasis does not occur in the 
Union of South Africa. Sptrocheta duttoni, the 
causal agent of African tick fever, was found 
in the blood of three patients from different 





April 1936] 


FANTHAM AND PORTER: 


ENTOZOA OF MAN 419 








places in the Transvaal in 1932. Specimens of 
blood examined for filariasis in 1932 proved 
negative. However, the writers have seen a few 
eases of human infection with Microfilariz, to 
which brief reference will be made later. 

The blood flukes, Schistosoma hematobium 
and S. mansoni, or their ova, were seen fairly 
often in Johannesburg. Thus, in 1932, 616 
samples of urine were examined and ova of 
S. hematobium were found in 256 of them. In 
one of these, ova of S. mansoni as well as of 
S. hematobium were present, In 1928, the num- 
ber of urines examined for animal parasites 
was 496, of which 172 contained ova of S. 
hematobium and in 5 of which ova of S. 
sptndalis also occurred. In this year ova of 
S. mansoni were found in 26 stools. 

Ova of Schistosoma japonicum were found in 
three Indian children in a village near Durban, 
where Japanese and Chinese sailors had visited 
from the port. 


SoME COMPARATIVE REMARKS 


In comparing the results of human stool 
examinations for animal parasites made in 
Montreal with those made in Johannesburg, it 
is clear that there is a distinet similarity be- 
tween the two intestinal faunas. Even taking 
into account the partly selective nature of the 
eases in Montreal, it is evident that certain 
human maladies due to animal parasites, to 
which the term ‘‘tropical diseases’’ has been 
inappropriately applied, can occur in a city 
where —40° F. can be registered in winter as 
well as in a city where 70° F. occurs in mid- 
winter, while in Montreal damp heat prevails in 
summer and in Johannesburg, relatively dry 
heat. Montreal is nearly at sea-level; Johannes- 
burg at approximately 5,800 feet above the sea. 

The composition of the entozoal faunas may 
be broadly compared. LEntameba histolytica 
has been found in men and women in Montreal. 
Of 563 persons whose stools were examined by 
us, there were more women than men and more 
women were infected. The percentage of men 
harbouring E. histolytica was 18.6, the corres- 
ponding percentage for women being 18.0. As 
before mentioned, the Montreal cases became of 
a somewhat selective nature. According to 
reports from various sourees in the United States 
more men than women have been found to be 
infected. In Johannesburg in 1928 the stools 


found to contain EL. histolytica were 15 per cent 
of those suspected to be dysenteric. However, 
the incidence of E. histolytica in all the stools 
examined in Johannesburg for animal parasites 
in that year was only 5 per cent, the sex dis- 
tribution not being given. 

Relatively, the number of cases in which 
Entameba coli was found in Montreal is much 
smaller than in Johannesburg. Endolimax nana 
and Jodameba butschlit are of about the same 
frequency in both places. Dientameba fragilis 
has been found relatively more frequently in 
Montreal than in Johannesburg. 

Intestinal flagellates are more or less cosmo- 
politan. In some eases in each city, Flagellates 
were the only organisms, bacterial or animal, of 
possible pathogenic significance present, and 
with their elimination subsidence of symptoms 
occurred. So far, the massive infections with 
Chilomastix and Giardia encountered so fre- 
quently in the Great War, and fairly commonly 
in South Africa, have not been observed in 
Montreal, where the numbers of flagellates per 
stool have been moderate or relatively small. 
In one case in Montreal, where Giardia intes- 
tinalis was present in a stool in fairly large 
numbers, the flagellate was abundant in aspirated 
bile. In this patient gall bladder trouble had 
been diagnosed clinically. Under appropriate 
treatment by the physician concerned, Giardia 
was eliminated and the gall bladder discomfort 
subsided. Such gall bladder infections with 
Giardia appeared to occur more frequently in 
Johannesburg—at any rate, there were many 
more requests for examinations of bile for these 
parasites. 

When helminthic parasites are considered, 
there is also a resemblance between conditions in 
Montreal and Johannesburg. 

So far as Cestoda are concerned, Tenia 
saginata, Hymenolepis nana and H. diminuta 
have been found in human feces in both cities. 
In Johannesburg, Tenia solium also was found, 
more particularly among Bantu people, while 
in Montreal Diphyllobothrium latum has been 
observed. This latter parasite was not seen by 
us in South Africa, where fresh-water fish are 
coarse and of few species, and are rarely used 
for food by Europeans or natives, sea fish being 
sent inland for European consumption. To 
many natives, for example, the Zulu, fish are 
taboo and are never eaten. Pork is favoured 
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by them and, unfortunately, measly pork (in- 
fected with Cysticercus cellulose) is still a 
matter of some concern to the health authorities, 
though it is much less prevalent than formerly. 
Its use as food cannot be stopped in remote 
native areas. In Montreal one small cysticercus 
of Tenia solium has been seen in cerebrospinal 
fluid, as already mentioned, and several such 
cases were seen in Johannesburg. Echinococcus 
echinococcus has been found in man in both 
cities. Canurus cerebralis has been seen in man 
in Johannesburg, but not in Montreal. It may 
be mentioned that plerocercoids of a fish tape- 
worm, Tetrarhynchus erinaceus, oceur in marine 
fish in South Africa. While they do not develop 
in man, they reduce the nutritional value of the 
fish as food, though that does not seem to cause 
much concern to the coloured people of Cape 
Town who consume such fish as food. 

The commonest Trematode parasite observed 
in man in Johannesburg was Schistosoma haema- 
tobium, the adult flukes being found chiefly in 
the veins of the bladder, liver and mesentery, 
while the ova occurred in the urine. Infection 
is ineurred chiefly by bathing in water to which 
infected urine has gained access and in which 
the appropriate molluscan intermediate hosts 
occur. The mollusean hosts of Schistosoma 
hematobium in South Africa are Physopsis 
africana, P. globosa, Limnea natalensis and 
Bulinus tropicus. One imported case of S. 
hematobium has been seen in Montreal, Re- 
garding rectal schistosomiasis due to S. mansoni, 
no ease has been found so far in Montreal, 
though one treated case has been examined. In 
tropical Africa, rectal schistosomiasis is fairly 
common. Native labourers on the Witwatersrand 
gold fields sometimes bring the parasite with 
them, and cases have been contracted by bathing 
in polluted pools, ponds and rivers, where the 
mollusean intermediate hosts of S. mansoni oc- 
cur; such infections have been contracted in small 
numbers both in the Transvaal and in Natal. 
The appropriate molluses there are Planorbis 
pfeiffert, Physopsis africana and Bulinus tropi- 
cus. While no cases of Schistosoma mansoni have 
been seen so far by us in Montreal, it is possible 
that such might be imported from southern parts 
of the United States, Porto Rico, Central Ameri- 
ca, the West Indies or South America. Sporadic 
cases are liable to be found in any large port. 
It may be mentioned that in Johannesburg in 
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1925, at an autopsy on a native, Fasciola 
hepatica was found in his small intestine, and 
that in the stools of a very few patients in hos- 
pital in Johannesburg ova of Fasciola were 
detected. 

It has already been mentioned that adult 
Clonorchis sinensis have twice been obtained at 
post-mortem examinations of Chinese in Mon- 
treal. In South Africa, the same fluke was 
obtained from Chinese people, born in South 
Africa, who had never been in China, but who 
had imported fish and tubers and other vege- 
table food from China for their own consump- 
tion. Dried fish from China containing agamo- 
distome cysts, morphologically resembling those 
of Clonorchis sinensis, were also examined by us 
there. Such imported foodstuffs need careful 
supervision and examination. 

Nematode infections also show likeness in the 
two cities. Among cosmopolitan Nematodes, 
Enterobius vermicularis, Ascaris lumbricoides 
and Trichuris trichiura have been found, more 
frequently in Johannesburg, as would be ex- 
pected. Ova of Necator americanus have been 
seen once in Montreal, in the stool of a negro 
from the West Indies. On the gold mines of 
the Witwatersrand, Necator and Ancylostoma 
both occurred, though the number of worms re- 
covered after treatment was in no way compa- 
rable with the enormous numbers of worms passed 
after treatment in other parts of the world, such 
as China and the Southern States; this may be 
ascribed to the provision of ample latrine ac- 
commodation underground and extensive use of 
rock salt in. the vicinities most liable to con- 
tamination.* An occasional case of Ternidens 
deminutus was also found, usually in a mine 
native from Portuguese East Africa. Strongy- 
loides stercoralis occurred both in Europeans 


_and natives, but the number of cases seen was 


relatively few, None has been seen so far in 
Montreal where far fewer stools have been ex- 
amined by us. 

With regard to filarial infections, Micro- 
filaria bancrofti and Microfilaria perstans have 
been observed in very small numbers in blood 
smears sent to Johannesburg, the preparations 
having been made from the blood of natives in 
the copper belt in North West Rhodesia. 

The Hematozoa, Plasmodium vivax and P. 
falciparum, occurred in material examined both 
in Johannesburg and in Montreal. Spirocheta 





April 1936] 


; FANTHAM AND PorRTER: ENTOZOA OF MAN 421 








duttont was occasionally seen in South Africa, 
and S. recurrentis, or a variety thereof, has been 
seen in the blood of a patient examined in 
Montreal. 

From the preceding, it is evident that many 
of the animal parasites found in man in South 
Africa also oceur in Canada, and probably more 
extended examinations would reveal still others, 
especially as our personal observations in 
Canada are limited to two years in Montreal 
and this paper is confined to our personal ex- 
periences. The possibility of the presence of 
animal parasites, often popularly associated 
with the tropics or subtropics, needs to be 
borne in mind in obseure eases of human 
malaise in more temperate zones. Essentially 
there is little difference in the kinds of Entozoa 
that may be encountered in these areas, though 
the degrees of infestation may differ. 


BRIEF REMARKS ON SOME PREVENTIVE 
MEASURES 


It is not our intention in this paper to dis- 
cuss preventive measures against human En- 


tozoa; only a few remarks will be made 
thereon. 


So far as human intestinal Protozoa are con- 
cerned, the consumption of food, especially 
green vegetables and salads, or of. water con- 
taminated with human excrement, appears to 
be indicated as the main source of infection, 
and proper sanitation and methods of sewage 
disposal are essential. Foods eaten raw should 
be well washed with boiling water and sub- 
sequently chilled, if necessary, with cold boiled 
water. The greatest care should be exercised 
regarding the purity of the water used in 
making ice and the subsequent handling of the 
ice. We have ourselves, unfortunately, seen 
blocks of ice, taken from delivery carts. 
dragged along the edge of the road and the 
pavement on their way to delivery to the cus- 
tomer. It is rather surprising that such is 
allowed, but we have seen such oceurrences in 
at least two large North American cities. There 


must be increased use of household refrigera- 
tors. 

Carriers of infection certainly are a problem, 
and special attention needs to be given to all 
persons engaged in handling or in the prepara- 
tion of food, drink and ice used in connection 
with food. Scares, such as occurred after the 
outbreak of amebiasis in Chicago, accomplish 
little—the public has a short memory. 

There has been progress in the screening of 
flies from shops where meat or vegetables or 
fruits are for sale. Such is necessary, as flies 
can convey protozoal cysts or helminthic ova. 
Sereening of houses against biting insects 
seems nowadays better understood than former- 
ly. Also, house larders are now often better 
sereened and the use of household refrigerators 
instead of larders or pantries should be en- 
couraged. 

In schistosomiasis areas, natural, fresh-water 
bathing places should be very carefully chosen 
and supervised to prevent contamination of the 
banks and of the water by human dejecta. 

Cestode infections indicate the need for care- 


ful scrutiny of meat and fish for such parasites, 


and for great attention to thorough cooking. 
Meat inspection has, indeed, made great ad- 
vanees in cities, but in small communities there 
is still need for improvement. 

International campaigns against hookworm 
are too well known to warrant any comment 
here. The occurrence of such Nematodes as 
Ascaris and Trichuris indicates the need for 
adequate food protection and for proper ar- 
rangements for the disposal of night soil. 

In conclusion, preventive measures against 
human Entozoa must not be overlooked in 
temperate zones any more than in tropical and 
subtropical regions. 
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VISCERAL BEHAVIOUR IN NEUROSES 


By DoucGLas Gorpon CAMPBELL, M.D.(Tor.), M.R.C.P.(Lonp.), 


Assistant Clinical Professor of Psychiatry, University of Chicago, 


Chicago 


ONE of the most perplexing problems con- 

fronting the modern clinician is the diag- 
nosis, pathology and therapy of those eases to 
which the term ‘‘functional’’ is applied in order 
to distinguish them from patients whose dis- 
turbed bodily processes can be attributed to 
material agents. The incidence of ‘‘functional’’ 
eases, which might better be called ‘‘organ’’ or 
“*somatic’’ neuroses, is increasing. Many promi- 
nent observers estimate them as composing as 
high as 60 and even 70 per cent of all cases 
coming to practitioners and general clinics. We 
know that in some way hazardous times have 
had much to do with their increase, for business 
and social insecurity figure prominently in their 
histories, but we have made little headway with 
their recognition and treatment. In fact, so far 
as diagnosis is concerned we lack direct methods 
and are forced to depend largely upon a process 
of exclusion. 

Organic causes of the patient’s distress are 
eliminated by an exhaustive, and often exhaust- 
ing, series of tests or surgical operations, The 
end-result of such a tedious process of elimina- 
tion is the neurosis, left alone, like the grin of 


the Cheshire Cat! And even then we are re- 


luetant to forsake our search for material 
causation. We tell the patient his symptoms 
are ‘‘imaginary’’, ‘‘psychogenic’’, ‘‘hysterical’’ 


and we prescribe a change, a rest, a bromide. 
Then we wonder to ourselves what is really 
going on in the patient, what ‘‘causes’’ his 
symptoms. In many of these functional cases 
the physiological disturbance is obvious — the 
pulse is too rapid, the bowels erratic, the bladder 
irritable, or the sexual functions are impaired— 
various effector mechanisms of the body are 
disordered. 

We know from our training and clinical ex- 
perience, from biology as a whole, that the 
organism is continually adapting itself to a 
changing environment, and that this adaptation 
is brought about by the effector apparatus of 


the body. Any disturbance of adaptation is, 
we know, due to intrinsic or extrinsic factors; 
that is, defects in the individual or unfavour- 
able conditions in the environment, or it may 
be both. But our conventional training in medi- 
cine has only taught us to look for the physical 
or material factors in the individual or his 
environment, so that, confronted with a problem 
for differential diagnosis, we think of hereditary, 
congenital, infectious, inflammatory, degenera- 
tive deficiency, traumatic, neoplastic, ete. 
‘‘causes’’ of disease. Thus far contemporary 
médical science takes us. Empirically, however, 
we are aware of other factors—emotional and 
social conditions which affect the patient. 

An emotional problem in any individual’s 
life is essentially a social problem. Emotions 
depend upon and are conditioned by our rela- 
tions with others. When an individual experi- 
ences an emotional shock he is involved in a 
changing relationship with at least one other 
person; he experiences a change in his social 
status. Changes of social status occur normally 
when the developing personality extends its field 
of social activity from familial to extra-familial 
relationships, from infaney to childhood, child- 
hood to adolescence, adolescence to maturity 
with its problems of occupation, friendship, and 
love, from maturity to decrescence, These 
changes normally involve the production of 
emotional tension in the personality. Some of 
these changes are physiological in character, 
such as those of adolescence and decrescence, 
but recent studies have amply shown that the 
social factors involved at these periods far out- 
weigh the physiological factors in the production 
of emotional reactions. This emotional shock or 
reaction may vary in quantity and quality, from 
the emotional lability of infaney and childhood 
to the cataclysmic explosions of pent-up emotion 
consequent upon social upheavals. This is why 
the incidence of neurotic illness has accelerated 
since the onset of the economic depression, for 
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the social status of vast numbers of individuals 
was violently altered, or at least threatened, re- 
sulting in the production of strong emotional 
tensions. A change in the social status of an 
individual is a change in his personal worth— 
his worth in his own eyes or in the eyes of 
others, in a word, his prestige. Although physi- 
eal factors may be involved, such as from de- 
privation consequent upon financial losses, it 
must be admitted that in most such changes of 
social status no physical factors whatever are 
involved. Yet, biologically speaking, a change 
in the relationship of the individual to his en- 
vironment has occurred, or may be about to 
occur. Intangible though it may be, this change 
of relationship between the individual and his 
social milieu must be added to our list of 
‘‘causes’’ of human disease; it is the ‘‘efficient’’ 
cause of neurotic illness. 

Emotion is experienced by an individual as 
‘*affect’’ or ‘‘mood’’—a so-called psychie experi- 
ence; or as ‘‘emotional reaction’’, which is a 
physiological experience involving various sectors 
of the effector apparatus. The essence of an 
‘‘emotional reaction’’ is a postural change of 
smooth or striated muscle. In the striated ef- 
fector system changes of tonus can produce well 
known signs and symptoms, and in terms of 
the body as a whole an individual’s posture, 
when it is an emotional reaction, may express 
elation or depression, the over-tension of strained 
ambitiousness, or the tremulousness of impend- 
ing disaster, ete. In the smooth muscle effector 
apparatus postural variations consequent upon 
emotion may give rise to the dramatic picture 
of the gasping asthmatic, the fearful anxiety of 
cardiac arrhythmia, the agonizing pain of 
entero-spasm, the embarrassment of dysuria, and 
the humiliation of sexual incompetence, ete. Thus 
it is apparent that emotion can express itself 
just as vividly and certainly more painfully 
through smooth muscle or visceral behaviour. 
Realizing this fact, we should look for the emo- 
tional tensions in the patient which are con- 
sequent upon some actual or impending, real or 
imaginary, change of social status in his life 
in order to comprehend the smooth muscle re- 
action which accounts for the symptoms and 
signs of his illness, 

That emotional expression is a physiological 
process has been known empirically for a long 
time. In fact, this knowledge lies at the roots 
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of our intuitive understanding of human be- 
haviour. Our language is replete with such 
expressions as ‘‘limping through life’’, ‘‘ bowed 
in defeat’’, ‘‘a raging headache’’, ‘‘sick with 
disgust’’, ‘‘griped with indignation’’ and ‘‘im- 
potent with rage’’ to mention only a few of 
the less vivid colloquialisms. Alfred Adler has 
applied the term ‘‘organ jargon’’ to such physio- 
logical processes which are more eloquent than 
the spoken word, if rightly understood. Inas- 
much as this type of visceral behaviour is an 
effector response of the individual to his notion 
of his environment, it is a kind of language by 
which a patient expresses his attitude to some 
problem of social adjustment confronting him. 
In this we have a key to the understanding of 
neurosis, to a complete diagnosis. To reach this 
diagnosis only two steps are necessary: firstly, 
what is the situation confronting the patient; 
and secondly, what attitude do the symptoms 
and signs, that is the visceral behaviour, express? 


The following cases illustrate these principles. 
Visceral behaviour in these eases is a form of 
emotional reaction. The emotional reaction is 
consequent upon actual or impending variation 
in the social status, that is the prestige, of the 
patient. Each patient has a characteristic man- 
ner or style of meeting such alteration in his 
social status. There is a situation and a response. 


CASE 1 


A man of 35 had been under treatment in the 
University Clinics since the autumn of 1928 for symp- 
toms of bowel distress, exhaustion, sleeplessness and 
depression, which had commenced insidiously about a 
year before following a period of heavy drinking. His 
previous medical history was essentially negative for 
organic disease, except for an unconfirmed diagnosis of 
pulmonary tuberculosis which resulted in his obtaining 
an army pension enabling him to take a college course . 
after his discharge from the army. Thorough clinical 
and laboratory study in our clinic revealed no organic 
disease except a mild chronic prostatitis. A diagnosis of 
‘<funetional colitis’’ was made, and he remained under 
observation and treatment for four years, during which 
time there were only temporary improvements. Having 
heard or read that the symptoms he complained of were 
sometimes associated with mental conflict he asked for 
a consultation with a medical psychologist. The more 
detailed anamnesis of this clinical approach brought out 
the following striking, but by no no means extraordinary, 
correlations between this patient’s thoughts, feelings and 
actions in relation to his social adjustment. 

His early life history reveals the development of a 
personality utilizing timidity, caution, ingenuousness, and 
mendicancy, to ensure its support by others and security 
from any risk of defeat in competitive relations with 
others, There were strong feelings of inadequacy, of in- 
completeness, derived from the fact that he was the baby 
of the family and surrounded by older and stronger 
associates when a child, but his sense of inferiority to 
others was compensated by day-dreams of his possession 
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of great. power and by minor musical, literary and 
esoteric interests which enabled him to gain some easy 
recognition among his less accomplished associates, who, 
by the way, he admitted selecting for just this purpose 
of exhibiting his superiority. Throughout his life he had 
evaded positions of responsibility or competition, and 
it was characteristic of him that he was shell-shocked in 
his first engagement overseas, and was soon invalided 
out of the army with what he called ‘‘a tuberculosis of 
convenience for the purpose of getting a college educa- 
tion’’. As noted above thig diagnosis was unconfirmed. 

In 1927 when the symptoms of his present illness 
commenced he had been severely criticized for negligence 
in his work as an accountant. Immediately after the 
scolding he had profuse watery bowel movements and 
abdominal cramps. He had to remain home for some 
time. He said, ‘‘I escaped by becoming physically ill 
and in this way avoided being fired for inefficiency’’. 
Later, with another firm, his accounts were in error and 
he was arrested for embezzlement, but it was later proved 
that his careless bookkeeping had been exploited by 
another employee and he was exonerated. Although at 
this time under a strict medical regime of diet, rest and 
medication he preferred to remain in jail pending trial 
rather than retain his liberty on bond and, while in jail— 
on the coarsest of food and sharing a cell with tough 
characters —he lost his colitic symptoms and gained 
weight! His symptoms returned when he was freed and 
had to return to work and, in addition, he found he felt 
worse if he had his meals in restaurants with his friends. 
He preferred to live on bread and milk in his room, his 
only companion a piano on which he played his favourite 
Chopin while he thought of Chopin’s great genius marred 
by ill-health! 

He worked no more but returned to his father’s 
home, where his physical condition improved until he was 
urged to support himself again. Leaving home his 
symptoms returned. Then he went to a military hospital 
as a veteran and managed to obtain a 50 per cent dis- 
ability pension which enabled him to return to college 
where he studied administrative work. Examinations 
would bring on exacerbations of his colitis, and his 
visits to the clinic usually coincided with such episodes of 
competition and testing. He had been married to a 
much younger person, but soon became impotent and 
was discarded openly by his wife for a more adequate 
lover. Finally, by building up a false courage with 
aleohol he went through with a divorce and had to pay 
a small amount of alimony for their one child. Each 
month when a payment was due he suffered an exacerba- 
tion of his colitis, and finally, when unable to keep up 
the payments because of his own lack of income, he 
faced prosecution and his colitis became so much worse 
that he withdrew from the University and again re- 
. turned to his parents’ home. 


The association of his symptoms with his 
mental and emotional states was obvious, but 
it had been overlooked for two reasons. First- 
ly, beeause his physicians were only interested 
in the mechanical chain of events of an altered 
physiology; and, secondly, because the routine 
questions asked about his ‘‘nervousness’’, 
‘‘worries’’ and so forth were too perfunctory 
and provoked the patient’s pride so that he 
evaded giving frank answers. As a ease it 
illustrates beautifully the expression of emotion 
through visceral behaviour. His gastro-intes- 
tinal tract gave a non-verbal, but none the less 
definite, reply to the demands of his social 


environment. It has been the intuitive percep- 
tion of the meaning of such visceral behaviour 
which has given rise to the vivid colloquialism, 
‘lack of guts!’’ 


CASE 2 


Another case illustrating visceral behaviour as a 
kind of language or answer to the social demands of life 
in a situation where, for reasons of pride or social 
responsibility, the individual will not speak frankly, is 
that of a young, well-educated and prepossessing woman 
married to a college professor. She came to the clinic 
complaining of a rapid, forceful heart action, and re- 
ceived the customary thorough work-up of a large clinic. 
A diagnosis of functional tachycardia was made, and 
she was hospitalized for further observation, which 
proved fruitless so far as detecting any organic lesion 
was concerned, But an enquiry into her situation in 
life as a whole, the problems confronting her, and her 
attitude to them, quickly showed the syndrome to be a 
neurosis. To the seemingly innocent question, ‘‘ What 
would you do if you could be cured of your heart 
trouble?’’ she replied without hesitation that she would 
have a baby! It was a simple matter to trace the onset 
of her attacks of tachycardia to the time when, returning 
from European study with her husband to a secure 
university appointment, he wished to settle down and 
start a family. She had already postponed pregnancy 
for the sufficient reason of their uncertain existence as 
students, but now she had no adequate excuse. She 
consulted a woman physician, who found a rapid heart 
and a high systolic blood pressure, and advised post- 
ponement of a pregnancy, influenced to some extent no 
doubt by the history that the patient’s father had died 
at an early age of coronary disease. Settling down to 
domestic life the patient found that her symptoms were 
increased by housework, and she had to retire more and 
more to a life of semi-invalidism and she became a 
regular visitor to the clinics. 


It was convincing enough in this case that 
effort seemed to produce her tachycardia, but 
the medical history had overlooked the fact, 
brought out by a chat about her interests and 
activities, that certain quite strenuous activities, 
including dancing and mountain climbing, 
never disturbed her! And the recent exacerba- 
tion timed perfectly with her husband’s more 
urgent insistence on starting a family! When 
her confidence was won she readily admitted 
her fear of having a child, a fear based not at 
all on the physical suffering involved but upon 
the risk of having her own personal importance 
lessened. She had been the eldest and for four 
years the only much petted child in a large 
family. As other brothers and sisters came 
along she felt that her importance was dimin- 
ished, and she cast about for ways in which she 
might retain the prominence she once had 
known. She turned toward her father and 
emulated him, developing as a result quite 
masculine attitudes and interests. She resented 


the feminine role in life, went in for sports and 
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intellectual activities, commanded the attention 
of others by her ‘‘masculine’’ accomplishments 
and finally married a brilliant man with whom 
she felt on terms of equality. But equality 
ended when he acquired a higher academic de- 
gree than hers, and, settling down, wanted her 
to function as a woman — that is as a mother. 
Then the neurosis, really dormant since early 
childhood, appeared as a means of arranging a 
further postponement of the feminine social 
role she hated so much because it involved the 
danger of having the spotlight shift from her 
to a baby, just as she had experienced painfully 
herself in her early childhood. Here, again, it 
is obvious that the effector mechanism in this 
woman’s adaptation to her social environment 
was not confined to a striated or wittingly- 
controlled muscular system. Her response was 
a visceral one, an organ-language which only 
required translation to make it as intelligible, 
as if she had said with words, ‘‘I am afraid of 
doing what-is expected of me as a woman, be- 
cause if I have a baby my own importance will 
be decreased in the same way as I experienced 
in childhood.’’ 

One more case must suffice to demonstrate this 
vivid phenomenon of ‘‘organ jargon’’. 


CASE 3 


A single woman of twenty-six, the director of 
musical education in a school system, was referred to the 
University Clinics for diagnosis and treatment by her 
family physician. She complained of intense upper 
abdominal pain, nausea, and vomiting, associated with a 
severe unilateral headache at the time of her menses; 
duration, between four and five years. Ordinary 
measures had failed to relieve her, and her physician was 
forced to use morphine hypodermically during the first 
two days of her period. Apart from this monthly 
disturbance she was in excellent health, except for severe 
headaches when under great pressure of work or re- 
sponsibility. The most detailed physical and laboratory 
examinations revealed no organic disease. It had been 
hoped that the gynecologist might intervene in some way, 
but there was not even evidence of endocrine disturbance. 


. When it was suggested to her that she should marry she 


said that it was impossible as she had to support her 
mother and an older brother, and did not wish to give 
up her career which had been a brilliant one. She was 
angered when referred to the medical psychologist, and 
proved quite intractable at first, but by degrees the in- 
complete outlines of the medical history were filled out 
with more personal data until it was evident to both 
psychiatrist and patient that her violent physical symp- 
toms were connected with strong emotions arising from 
certain unsolved social problems, 


Born on a farm, she had a brother eighteen months 
older and a sister several years younger. She was her 
father’s favourite child, as her brother was her mother’s. 
But, when three or four years of age, her father died 
and she found herself in an unfavourable position in the 
family circle, jealous of her brother and baby sister. 
In every way she struggled to race ahead of her brother 





—catching up to him in school, doing a boy’s work on 
the farm, out-climbing, out-distancing him, and, whereas 
he was an amiable obedient child, she was seclusive, 
stubborn, even rebellious, especially when directed by her 
mother. Puberty and adolescence brought many tempera- 
mental difficulties for she resented having to behave as a 
woman after being so ‘‘tomboyish’’. Moreover, her 
brother was favoured in education, and her career was 
considered of secondary importance. She turned to music 
as a means of obtaining the solace of seclusion, as a vent 
for her strong emotions, and as a special field wherein 
there was no unfavourable comparison with others. She 
developed so well in musical ability that she was granted 
scholarships, so that in spite of her mother she was 
enabled to go to college. She graduated in liberal arts 
and in music in less time than either course required 
alone, and again caught up to her brother who had 
entered the teaching profession. As she had largely to 
work her way through college, her social life was neg- 
lected, but as graduation day drew near and other girls 
had men friends and in many cases were engaged to be 
married, she too sought a man in her habitual competitive 
and intense style. Probaby she overplayed her hand. 
At any rate, the young man broke the engagement. This 
was a great blow to her pride and she turned back to 
her music with more devotion than ever before, resolved 
never to marry. 

It was at this time that her neurosis commenced. 
Entering the public school music field, she rapidly ad- 
vanced to her position as director of all the music in a 
school system, and her pupils won many contests against 
other school systems in the state. She would produce 
only the best and sometimes the most difficult composi- 
tions, worked overtime, and in addition to her school 
work was organist and ‘‘choir master’’ in the leading 
church of her town. Before an important performance 
in school or church it was common for her to develop 
such a severe unilateral headache that she was afraid 
she could not appear, and, miraculously, following the 
performance, at which she would invariably appear, the 
headache would pass off. But she would take care to let 
people know that she had a headache or had been ill a 
day or two so that they would not expect too much of 
her, or would understand if the performance was im- 
perfect in any way; and after the performance she would 
say that she could have done better had she not been so 
ill! When not engaged in teaching or church work she 
spent her spare time writing an opera which was to be 
her ‘‘magnum opus’’—words, music, stage design, and 
direction by herself. Interestingly enough, the content 
of this opera was a complete cosmology expressed in 
religious and puritanical terms. With such activities 
there was little time for social life or the problem of 
love, and when this observation was made to her she said 
that that precisely was her aim — to be so busy that she 
could not think about men or marriage. Yet once a 
month she was forced to think about it, forced to re- 
member her humiliating failure in her last year of col- 
lege, and at such times her stomach spoke more frankly 
than she had done even to herself or with words to any 
other person. She had endeavoured during the past four 
or five years to eliminate from her life the possibility 
of another defeat from a man, and had redoubled the 
energy of her original drive to reign supreme in the 
limited field of music as if her success could be greater 
if she narrowed her sphere of action. The memory of 
past failures in other fields stimulated her toward 
greater efforts in her specialty. The end-result of 
psychotherapy in this case was a cure and later on the 
patient married. 


Mainly of interest for the purposes of this 
paper are the sources and mechanism of her 
symptoms. Here was a ‘‘funetional’’ illness 
clearly enough, and the symptoms were the 
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result, mechanistically speaking, of the dis- 
ordered activity of the smooth muscle of blood 
vessels and gut, due in turn to pathological 
activity of her ‘‘autonomic’’ nervous system. 
But are not our emotional reactions expressed 
by means of the vegetative nervous system 
through cortico-thalamie connections, and are 
not our emotions engendered by our problems 
of social adaptation? Clearly, this woman gave 
a non-verbal, unrationalized, but none the less 
understandable reply to the social problem of 
love which might be translated in some such 
fashion as, ‘‘It makes me sick to be in the in- 
ferior position of a woman; remembering my 
past humiliations I must avoid any possibility 
of a future defeat.’’ 

The three histories presented are by no means 
out of the ordinary run of clinic eases. They 
illustrate the type of patient who wanders from 
clinic to clinic, from doctor to doctor, and 
eventually find temporary or apparently per- 
manent relief from the charlatans. ‘‘ Diagnosis’’, 
said Galen, ‘‘is the understanding of all things 
present’’, in a patient. No special understand- 
ing or training was necessary to make a diag- 
nosis in these cases; nor is it necessary in most 
eases. In such eases a more detailed anamnesis 
than is usually taken in the medical clinic is 
necessary. Most important of all for diagnosis 
is the search for the social situation in which 
the patient’s symptoms commenced and reap- 
peared, and the attitude toward the problems of 
social life which the patient has displayed 
throughout his existence. 

This attitude toward all problems of life, vari- 
ously called by psychologists ‘‘personality pat- 
_ tern’’ or ‘‘style of life’’ is best seen in the 
reactions of the patient as a child. A more de- 
tailed investigation of childhood and develop- 
ment reveals not only the ‘‘life style’’ of an 
individual, which is probably determined by the 
fourth or fifth year of life, but any inherited 
or acquired organ weaknesses. Later in that 
individual’s life, when we find him under the 
strain of some social problem for the correct 
solution of which he has not been properly pre- 
pared, we find the consequent emotional tensions 
expressing themselves by the dysfunction of his 
organs. It is significant that the affected organs 
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usually show signs of imperfect development, or 
for some reason in his development have come 
to be over-valued by the patient’s psyche. These 
organs, the effector structure of which is either 
smooth or striated muscle, become as it were the 
patient’s voice-box—they express his attitude 
toward life and toward the particular problem 
with which he is confronted. The weakest link 
bears the strain. . 

The individual reacts as a unity to the unity 
of his environment. It is artificial and schematic 
to split the individual into departments of body 
and mind, or the environment into physical and 
socio-psychological parts, except for temporary 
purposes of analysis, The whole is not a sum 
of its parts; it is something more; a new fune- 
tion has appeared, a function characteristic of 
unity. It is a matter of the organism-as-a-whole 
responding to the environment-as-a-whole. With 
this point of view and mode of thinking the 
‘*funetional’’ case ean be approached in a posi- 
tive manner, a more direct diagnosis can be 
made, and a rational therapy which is inclusive 
rather than exclusive follows. Treatment, there- 
fore, should consist not only in the medical or 
surgical alteration of some organ function, but 
should include the re-education of a patient to- 
ward a way of living which will enable him to 
solve the problems of social existence without 
the production of destructive emotional tensions. 


SUMMARY 


1. Functional or neurotic illness is increasing 
in incidence, a fact which is directly or indirect- 
ly connected with social problems. 

2. Functional symptoms are a form of visceral 
behaviour, capable of physiological analysis, 
associated with emotional tension which is 
capable of psychological analysis. 

3. Emotional tensions in an individual are 
connected with problems of social adjustment. 

4. Visceral behaviour may thus be an expres- 
sion of a patient’s response to a social situation. 

5, Three eases illustrating such mechanisms 
are presented in a biographical manner. 

6. It is concluded that the diagnosis and treat- 
ment of so-called functional conditions depends 
upon an evaluation of emotional or social factors 
in the patient’s make-up and environment. 
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A CASE OF BILATERAL PARALYSIS 
OF THE LARYNGEAL ABDUCTORS 
OF INFLUENZAL ORIGIN 


By J. N. Roy, M.D., F.A.C.S., 
Professor at the University of Montreal, 
Montreal 


When a patient, giving a history of syphilis 
thirteen years ago, presents a bilateral paralysis 
of the posterior crico-arytenoid muscles, it is 
logical to think of a bulbar lesion. Before com- 
mitting ourselves to a diagnosis, we must how- 
ever exclude any other cause of the paralysis. 
Last fall, in my service at the Notre-Dame Hos- 
pital, I saw such a ease, which later on required 
a tracheotomy to prevent suffocation. Both 
laboratory and neurological findings definitely 
eliminated syphilis. The history of the patient 
is as follows. 


G.A., male, aged 43 years, came to the dispensary 
of the hospital, November 16, 1934, on account of 
difficulty in breathing. 

On examination we found a bilateral paralysis of 
the vocal cords which were in a paramedian position. 
There was no atrophy, but during the effort of inspira- 
tion the cords were drawn downwards towards the 
trachea. On phonation they came slightly together. 
The glottis was narrowed, and the patient breathed with 
difficulty. There was hyperemia of the mucous mem- 
brane of the larynx, without ulceration or «edema. 
Sensibility was normal. The voice was hoarse, There 
was no lesion of the epiglottis or hypopharynx. Sensa- 
tion and movements of the soft palate were normal. 
There was traumatic deviation of the nasal septum to 
the right, with a slight external twisting of the nose to 
the left. The cervical and sub-maxillary glands, as well 
as the thyroid gland were not hypertrophied, There was 
chronic cryptic tonsillitis. 

The patient denied any previous throat trouble. At 
the age of thirteen years he had had typhoid fever, and 
about the same time, pneumonia. He had had syphilis 
at the age of thirty, for which he had been treated 
very energetically at that time. 

On September 18, 1934, he had a very severe at- 
tack of influenza, and fifteen days later he noticed a 
slight hoarseness, accompanied with some difficulty in 
breathing. Almost one month later, on October 12th, 
he suffered from recurrence of the influenza which 
caused an increase of the laryngeal trouble. From 
this time on respiration became more and more laboured, 
and one month later the patient entered hospital. 

X-ray examination of the chest excluded any en- 
largement of the tracheo-bronchial glands, mediastinal 
tumours, or dilatation of the blood vessels. In order to 
prevent asphyxia, tracheotomy was performed the same 
day hy my assistant, Dr. J. Brault. 

Post-operative sequele were normal, and two weeks 
later further examination was continued. There was no 
Argyll-Robertson pupil, and accommodation was normal; 
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no lesion of the eyes, and vision was excellent. The 
Wassermann reaction of the blood and of the cerebro- 
spinal fluid was negative. The patient had never suf- 
fered from diphtheria, lead-poisoning, malaria, dis- 
seminated sclerosis, or tuberculosis. He smoked moder- 
ately, and did not use any alcohol, There was no 
history of any injury to the neck. 

A careful and minute neurological examination, by 
Dr. Jean Saucier, showed a normal condition of the 
brain and spinal cord. There was no appreciable dis- 
turbance of sensation, a fact which eliminated syringo- 
myelia. All the reflexes were normal. Strychnine was 
prescribed. 

The posticus paralysis persisted without any change 
for one month after tracheotomy. Then, at the end of 
the fifth week, a slight abduction of the left vocal cord 
was noticed. Abduction of the right cord appeared 
some time later. Adduction was normal. Improvement 
continued gradually, and at the end of December we 
began to block off the tracheotomy cannula, from time 
to time, in order to allow breathing through the larynx. 
On January 21, 1935, the tracheal wound was closed by 
means of deep sutures, and healing was obtained by 
first intention. 

Desirous of completing the therapy by physical 
agents, Dr. Laquerriére was asked to take charge of the 
patient. Infra-red rays of thirty minutes’ duration, 
directed over the anterior part of the neck, were then 
administered. This combined treatment had a very good 
effect, for the paralysis diminished; breathing was 
excellent, and the voice became clearer. At the end of 
April the left vocal cord so far recovered that the 
intermediary position was maintained, whilst abduction 
of the right cord, though still limited, was now more 
apparent. 


As the prognosis of paralysis of the laryngeal 
dilators due to infective neuritis of the recurrent 
laryngeal nerves or any other cause is rather 
unfavourable, it would be interesting to follow 
this patient’s further course, in order to see if 
complete recovery would occur. 

Let us consider the etiological factors that 
could possibly produce a paralysis similar to 
the one from which our patient suffered. First, 
and as always in such eases, comes syphilis. 
However, the specific infection dated back 
thirteen years, and at that time, he had been 
treated in a very thorough manner. At the 
onset of the paralysis of the posterior crico- 
arytenoid muscles, both the Wassermann and 
the cerebrospinal reactions were negative. <A 
most minute neurological examination showed 
the complete absence of any stigmata of neuro- 
syphilis. And nine weeks after the tracheotomy, 
without any specific treatment, which had not 
been judged necessary, the cannula was re- 
moved, Since then, with the use of strychnine 
and physical agents, the improvement continued. 
It is also probable that had syphilis been the 
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eause of the paralysis this patient would still 
be wearing the tracheotomy tube, and perhaps 
would require it for many years to come. In 
spite of the great admiration that I have for my 
late teacher Lermoyez, and many of his school, 
I am still of the opinion that abductor paralysis 
of the larynx is not always due to syphilis. 

It is needless to consider the syndrome of the 
posterior jugular foramen, or the more complex 
syndrome of the associated laryngeal paralysis, 
for the movements of the soft palate, tongue, 
shoulder and sternocloidomastoid muscles were 
normal. We can eliminate toxic neuritis, because 
the patient lived an out-door life, took neither 
aleohol nor drugs, and smoked only moderately. 
Arthritis of the erico-arytenoid joints was ex- 
cluded for the reason that on my first examina- 
tion there was no manifestation of an acute 
laryngitis, and one could hardly imagine such 
a condition developing in a chronic manner. 

As a last resort, we have then to consider in- 
fective neuritis of the recurrent nerves. If we 
review the history of this case, we see that be- 
fore the 18th of September, the health of the 
patient was excellent. However, on this date, 
he was seized with a severe attack of influenza, 
and two weeks later, a slight difficulty in breath- 
ing began to appear. On the 12th of October, 
a recurrence of the influenza so aggravated the 
laryngeal trouble that a tracheotomy had to be 
performed on the 16th of November. On the 
21st of January, the tracheotomy tube was re- 
moved. Since then, respiration had been good. 
After excluding all other possible causes of this 
condition, one is driven to conclude that this 
paralysis of the abductors of the glottis resulted 
from an infective neuritis of the recurrent 
laryngeal nerves of influenzal origin. Further, 
we know that eases of infective neuritis of the 
recurrent nerves are met with from time to time, 
an example of which I published in 1929, This 
was a case of a young man with a negative 
Wassermann test, who suffered from a paralysis 
of the posterior crico-arytenoid muscles sec- 
ondary to typhoid fever. At the beginning of 
July, bilateral abduction was slightly more pro- 
nounced, and adduction was normal. The voice 
had been clear for two months previously, and 
breathing was perfectly free, even during moder- 
ate exertion. , 

To sum up, I would say that the paralysis of 
the laryngeal abductors in my patient was due 


to an infective neuritis of the laryngeal nerves, 
following an attack of influenza. In conclusion, 
may I say that after an extensive review of the 
bibliography this case seems to be the first of 
its kind reported in medical literature. 
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TRANSMISSION OF MALARIA BY 
BLOOD TRANSFUSION* 


By Frep T. CapHam, M.D., 
Winnipeg 


In 1919 Gubb’ reported a ease of the acci- 
dental transference of the malarial parasite from 
a recipient to a donor in the course of blood 
transfusion. Subsequently, several reports have 
appeared describing the accidental transference 
of malaria from the donor to the recipient dur- 
ing transfusion. Stein? describes a case in which 
two acute attacks of malaria developed following 
two separate transfusions from the same donor. 
Transmission of malaria from a donor who had 
never known a malarial infection was reported 
by Oehlecher.* Decourt* describes transmission 
from a donor who believed himself to be free of 
malaria for nine years, and Jankelson’® relates 
the development of malaria in a child given a 
transfusion from its father who had contracted 
malaria some forty years previously, 

Malaria is uncommon in Canada and extreme- 
ly rare in the Prairie Provinces. Although the 


*From the Department of Bacteriology and Im- 
munology, University of Manitoba Medical School. 
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anopheles mosquito on a few occasions has been 
noted in Manitoba no report exists of a case of 
the disease arising within the province. Mos- 
quitoes do not prevail in Manitoba in the winter. 
The case about to be deseribed occurred in 
January and for a time the nature of the con- 
dition from which the patient suffered was not 
suspected. 


CASE REPORT 


E.D., a girl, aged 13 years, was admitted to 
hospital in November, 1934, under the care of 
Dr. Andrew McKinnon. The complaint was 
deformity of the spine, said to have been caused 
by a severe fall which occurred some three years 
previously, but which probably was the result 
of an attack of poliomyelitis. At that time the 
injury had been treated by the application of 
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was suspected, but the Mantoux test and skia- 
grams of the chest were negative. Blood cul- 
tures were negative. A progressive anemia de- 
veloped, the hemoglobin fell to 52 per cent and 
the erythrocytes to 3,200,000. At the time of 
these examinations of the blood the malaria 
parasite was not found. 

The symptoms continued for five weeks, when 
finally malaria was suspected. Blood smears 
were made and malarial plasmodia in all stages 
of the asexual cycle were demonstrated. Quinine 
was administered and the patient rapidly re- 
covered. 

The history revealed that five years previously 
the family had immigrated to this country from 
Czecho-Slovakia. The father who had acted as 
the donor for the transfusion had been a ciréus 


performer and had travelled extensively in 
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after transfusion, indicative of quartan malaria. 


Temperatures were taken for each day at the hours of 4, 8, and 12 a.m. and p.m. 


a plaster jacket, Aside from the deformity of 
the spine the patient appeared to be in normal 
health. The previous history and physical find- 
ings disclosed no evidence of any other patho- 
logical condition. 

On December 10th, following some correction 
of the deformity with turnbuckle jackets, 
multiple bone grafts from the left tibia were 
placed in a prepared bed from the 2nd to 7th 
dorsal vertebre. Immediately after the opera- 
tion an emergency transfusion was considered 
necessary. The father acted as donor; 500 c.c. 
of blood were given. 

Three weeks later the patient developed an 
intermittent fever associated with chills and 
sweats. A careful examination failed to disclose 
the reason for these symptoms. The wound ap- 
peared healthy, and fusion of the graft to the 
spine was progressing normally. Tuberculosis 


Greece, Egypt and Italy and other countries 
where malaria is endemic. He also stated that 
he had been quarantined with patients suffering 
from malaria, but he himself did not remember 
suffering from an attack. Examination of his 


blood disclosed the presence of the Plasmodium 
malarie. 


COMMENT 


Today blood transfusion is frequently, one 
might say, extensively, employed as a thera- 
peutic measure. Moreover, for the prevention 
and in the treatment of certain diseases such as 
measles and poliomyelitis human blood or blood 
serum is frequently transfused or inoculated. 
Accidental transmission of disease during these 
procedures may occur. Several reports have 
been published describing the transfer of syphilis 
through transfusion ; as a rule this latter hazard 
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is controlled, in part, by a preliminary Wasser- 
mann reaction. 

On occasion, as in the case here reported, the 
necessity for transfusion is urgent. Under these 
circumstances sufficient time may not be avail- 
able to examine the donor and also to obtain 
a history in the endeavour to eliminate the 
possible hazard of the transference of disease. 


REFERENCES 


1. GuBsB, A. S.: Accidental transference of the malarial parasite 
in the course of transfusion, Brit. M. J., 1919, 2: 74. 

. Stern, H. B.: Transmission of malaria by transfusion, An. 
J. Dis. Child., 1932, 44: 1048. 

3. OEHLECHER, F.: Uebertragung latenter Malaria bei direkter 
Bluttransfusion, Deutsche med. Wehnschr., 1920, 46: 
1025. 

4. Decourt, P.: Recidive de paludisme a neuf ans de distance; 
transfusion du sang; transmission du paludisme au 
donneur, Rev. de med. et d’hyg. trop., 1931, 23: 32. 

5. JANKELSON, I. R.: Transmission of malaria through injec- 
tion of whole blood, J. Am. M. Ass., 1931, 97: 177. 


to 


ICHTHYOSIS 
By L. M. MULLEN, M.D., 
Cardston, Alta. 


Ichthyosis is stated to be a hereditary con- 
genital disease. Although congenital, it does 
not often manifest itself before the first or sec- 
ond year of life. If present in fetal life to a 
severe degree the child is usually stillborn or 
dies a few days after birth.” ? 

The disease is due to a developmental and 
nutritional defect of the skin. Histological ex- 
amination in advanced cases shows the vessels 
dilated, the cutis thickened, and the connective 
tissue condensed into bands; the hair follicles 
are lengthened and contain lanugo; the glands 
are dilated and assume a cystic form; the sub- 
cutaneous fat is diminished. One case has been 
reported in which both sweat and sebaceous 
glands were absent.? The disease tends to be 
worse in winter than in summer. 
as to cure is unfavourable, 

A ease interesting in itself and in respect to 
its family history, notably the siblings, has been 
under my eare recently. 

Baby S8.K., male, born on June 28, 1935. 
Weight five pounds. Delivery by version and 
extraction because of lateral placenta previa. 

As soon as the baby had been bathed it was 
apparent that the skin was distinctly abnormal. 
The best description is to compare it to cello- 
phane. The second day after birth the skin 
became drier, and cracks were evident, leaving 
raw fissures. By the fourth day large dry 
flakes of skin were coming off, leaving similar 
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dry skin underneath, which a few days later 
would come off in turn. This continued through- 
out the life of the child. 

The baby nursed fairly well from the begin- 
ning, but despite this did not show the usual 
growth or development. At six weeks his weight 
was five pounds, one ounce; at eleven weeks six 
pounds. The bowels and kidneys functioned 
normally, The baby was quieter than average, 
sleeping much and erying little. Death occurred 
with no forewarning symptoms on September 26, 
1935. 

The treatment consisted of daily oiling, after 
bathing, with sterile olive oil. Cod liver oil 
was given internally from the beginning. Raw 
surfaces or fissures were practically absent after 
the first month and no infection developed. 

The pathological report on a piece of skin 
taken after death was: ‘‘Section of skin. There 
is a very thick layer of keratinized material on 
the surface but no other marked abnormality. 
Hyperkeratosis-skin.’’ 

Family history—Mother and father apparent- 
ly normal; their Wassermann tests were nega- 
tive. One sister of the father is said to have a 
‘*delicate skin’’. 

The first child of this union was a male born 
in December, 1928, and was apparently normal. 
This child was found dead in bed one morning 
at the age of six months, 

The second child (a female) is now five years 
old and normal. The third child (a male), born 
in June, 1932, had a large congenital umbilical 
hernia and a skin condition the same as that 
of the last baby. Death occurred in one month. 
The fourth child (a female) is now almost two 
and is normal. The fifth child is that described 
in detail above. 

Out of 5 children 2 females are alive and 
normal; 3 males are dead, and 2 of these showed 
severe ichthyosis. One also had another develop- 
mental anomaly in the form of a congenital 
hernia. 

In the literature are reported cases of ichthyo- 
sis related to idiocy in seven families.* I do 
not find it mentioned in relation to other con- 
genital anomalies, nor do I find any mention of 
a predilection for the male sex as it appears to 
have had in this instance. 
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Clinical and Laboratory Hotes 


THE BITTERLING TEST FOR 
PREGNANCY* 


By R. Gorruies, M.Sc., M.D., 
Montreal 


The use of the female bitterling as a test for 
pregnancy has recently aroused a good deal of 
attention, This fish possesses an ovipositor which 
is supposed to elongate when the animal is 
exposed to pregnancy urine. Kanter, Bauer, 
and Klowans' were the first to report excellent 
results. Their work was based on the experi- 
ments of Tozawa,? Fleischman and Kann,* and 
Szusz.t Kleiner, Weisman, and Borowsky® re- 
peated their work, but found it impossible to 
standardize the fish and concluded that the 
biological reaction obtained was not a specific 
test for pregnancy. 

The advantage of a pregnancy test with the 
female bitterling is so great that we felt tempted 
to repeat the experiments of the above authors. 
According to Kanter, Bauer and Klowans, 
standardization of the bitterling is one of the 
most important pre-requisites. Our attempts to 
standardize the fish were only partially success- 
ful. Fourteen out of 17 fish responded to 
known pregnancy urine, while 3 did not respond 
to any kind of urine and were therefore ex- 
cluded from the test. However, it was impossible 
to find any of the fish which would not respond 
to certain urines from non-pregnant women; 
that is, urine from non-pregnant women or from 
males which gave a positive reaction in one fish 
would regularly give a positive reaction in all 
other fish. Standardization as required by 
Kanter, Bauer and Klowans was found to be 
only partially possible. 


TECHNIQUE 


A mature ‘‘standardized’’ fish is placed in a 
quart of water at temperature of 75° F. The 
fish is first observed as to whether the oviduct 
is not beyond normal limits, which is normally 
about 2mm. Four e.c. of the urine to be tested 
are added and the fish. observed at 24 hour 
intervals for 72 hours. In a positive reaction 
the ovipositor reaches a length of from 15 to 
25 mm. Most of the positive reactions occur 
within the first 24 hours, and the test is discon- 
tinued as soon as it is positive. However, a 
negative reaction can only be reported after 72 
hours. After the test the fish is placed in a 
tank with fresh water for recovery. Regression 
of the ovipositor following a positive reaction 


ce 





* From the Department of Experimental Medicine 
of the Woman’s General Hospital, Montreal. 


takes about two weeks. After three weeks the 

fish can be used again. The fish which we used 

was the European bitterling (Rhodeus amarus). 
RESULTS : 

1. Twenty-eight urines of women known to be 
pregnant were tested. Of these, 26 gave a posi- 
tive reaction within 24 hours, while 2 gave a 
positive reaction within 48 hours. All the reac- 


tions were definitely positive. 


2. Fourteen urines of women normally men- 
struating and definitely not pregnant were 
tested. Three gave definitely positive reactions 
within 24 hours, while 1 gave a slightly positive 
reaction, the ovipositor reaching a length of 
about 10 mm. within 24 hours. Ten samples 
gave definitely negative reactions. 

3. Fourteen urines of normal males were 
tested. Three gave a positive reaction within 
24 hours. These three cases were tried again 
on several other fish, all giving a_ positive 
reaction. 

4. Fourteen urines of female children, aged 
6 to 8 years, were tested. Two gave a definitely 
positive reaction in 24 hours. These were 
tested over again, each on several fish, and gave 
positive reactions in 24 hours. 

5, Twelve urines of women for at least five 
years in the post-climacterie period were tested. 
Three showed a positive reaction in 24-hours 
and 1 a positive reaction in 48 hours. 

6. Ten urines obtained of women while men- 
struating were tested. One gave a definitely 
positive reaction in 24 hours, and 1 a definitely 
positive reaction in 48 hours. 

7. Eight urines of women pregnant only two 
months or less (pregnaney is definitely ascer- 


tained now) gave definitely positive reactions in 
24 hours. 


DIscussION 


From the above experiments it can be seen 
that a positive reaction in the test can by no 
means be considered as reliable. However, none 
of the urine samples obtained from women, defi- 
nitely pregnant, gave a negative reaction. We 
are not prepared to discuss the substance or 
hormone responsible for the reaction; however, 
this substance seems to be regularly present dur- 
ing pregnancy. The fact that some male urines 
and some urines from women definitely not 
pregnant are capable of giving the same reac- 
tion proves that we are not dealing with a 
specific test for pregnancy. 


The experiments were carried out during the 
months of May to September, that is, the fish 
responded outside the breeding season to the 
test, just as well as during it. 
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I wish to thank Mr. C. W. Coates, of the New York 
Aquarium, for his kind assistance in supplying us with 
the bitterlings for this work. 
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A SIMPLE DEVICE FOR DRYING 
BLOOD DILUTING PIPETTES 


By M. C. DinsBere, B.S., 


Kingston, Ont. 


A simple, efficient, and easily available ap- 
paratus for drying blood diluting pipettes can 
be made from an ordinary 10 or 20 ¢.c. glass 
syringe and a short length of fine rubber 
catheter tubing. 

Where an appropriate suction or blower ap- 
paratus is not available, the cleaning and dry- 
ing of pipettes presents an annoying, though 
minor, problem for physicians and medical 
students who do blood counts and hemoglobin 
estimations with a limited supply of pipettes. 
The usual procedure in cleaning pipettes is to 
use water, alcohol, and ether, in that sequence. 
Following the ether, dry atmospheric air must 
be drawn through the pipette to insure the com- 
plete removal of moisture. As a result, the 
operator expends considerable time and energy 
in drawing air through the fine capillary bore 
of the pipette, and invariably receives a liberal 
mouthful of ether fumes before the pipette is 
thoroughly dry. To obviate this unpleasant 
occurrence, the writer uses a syringe to which is 
attached a short length of rubber tubing, with 
the following procedure. Any diluted blood re- 
maining in the pipette is expelled. Water is 
then drawn into the pipette and rejected. This 
is followed by acetone which works wholly as 
well as alcohol and ether with the advantage of 
shortening the procedure by one step. After 
the acetone has been almost completely expelled, 
the pipette is fitted to the free end of the rubber 
- tubing attached to the syringe. A few rapid 
strokes of the syringe plunger usually suffices to 


dry thoroughly the capillary portion and bulb 
of the pipette. With this simple device, in the 
absence of a vacuum pump, a number of pipettes 
may be cleaned and dried in a very short time, 
without the necessity for inspiring mouthfuls of 
pungent acetone or ether fumes. 





A RAPID METHOD FOR THE IDENTI- 
FICATION OF DIPHTHERIA BACILLI: 
ALSO A NEW METHOD FOR IDENTI- 
FICATION OF CARRIERS OF 
DIPHTHERIA BACILLI 


In performing the rapid culture method M. B. 
Brahdy, M. Lenarsky, L. W. Smith and C. A. 
Gaffney, proceed as follows: Sterile cotton 
swabs are impregnated with undiluted unheated 
horse serum to which no preservative has been 
added. The swabs are then squeezed lightly 
against the sides of the tube to remove any 
surplus serum. They are removed and lightly 
heated over a flame to obtain surface coagula- 
tion, and, possibly, as Solé states, to destroy any 
antibodies in the serum. The swabs are then 
used to take the nose and throat cultures in the 
routine manner. Instead of being implanted on 
a culture medium the swabs are put in dry 
sterile tubes, placed in the incubator, and ex- 
amined at the end of two and four hours. The 
physician’s vest pocket may serve as an in- 
cubator. At the end of the incubation period, 
smear preparations are made on slides directly 
from the swab. The optimal incubation period 
was found to be four hours. The results in 68 
eases of clinical diphtheria are recorded. In 
order to determine more accurately whether 
diphtheria bacilli were present and, if so, 
whether they were virulent, the authors de- 
veloped the following technique. A four-hour 
rapid culture was transplanted to a Loeffler 
slant and incubated for eighteen hours. Colonies 
were fished from the Loeffler slant and examined. 
If diphtheria bacilli were present, the growth 
on the Loeffler medium was emulsified and used 
immediately for an animal test for virulence. 
The intracutaneous test in guinea-pigs was em- 
ployed as a routine. In comparison with the 
methods used until now, they state that their 
new method gave more uniform results in the 
morphological identification of diphtheria bacilli. 
To obtain a culture pure enough for animal 
inoculation, the old methods require subcultures 
on agar plates, which are time consuming and, 
as a result, a minimum of five days is necessary 
for a virulence test. By the rapid culture trans- 
plant method a growth pure enough for animal 
inoculation is obtained within twenty-four hours, 
thus saving from two to five days in performing 
a virulence test—J. Am. M. Ass., 1935, 104: 
1881. 
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Editorial 


THE DIAGNOSIS OF CORONARY DISEASE 


“Bigerc cee disease may exist for a time 
without any subjective or objective 
evidence of its presence. Sooner or later, 
however, signs and symptoms appear which 
are of great significance. These are, more- 
over, many in number and variable in char- 
acter. They may be associated in different 
combinations; some few may dominate the 
picture at any stage or at all stages of the 
disease; one or more of them may: be un- 
obtrusive or absent altogether. Conse- 
quently, the diagnosis of coronary disease 
may be easy, difficult, or impossible, depend- 
ing partly on the stage at which the process 
has arrived and partly on whether the mani- 
festations are typical or atypical. It is, 
however, highly desirable that an accurate 
and complete diagnosis be arrived at, for on 
this depend the proper treatment of the case 
and the prognosis. 

Bell and Clawson! found at autopsy that 
sclerosis of the coronary arteries was present 
in 90 per cent of patients who had suffered 
from hypertension. Hypertension, then, is 
the red light on the highway leading to 
coronary occlusion. 

Coronary disease may be suspected when 
a person in the middle or last third of life 
notices that he has dyspnoea or uncomfort- 
able palpitation on a degree of exertion 
which previously had caused him no dis- 
comfort. The existence of hypertension is 
corroborative evidence. The disability in- 
creases until we get positive evidences of 
heart failure—enlargement of the heart, 
cedema of the lungs, anasarca, ascites, con- 
gestion of the liver, any or all of these. Such 
are examples of so-called “chronic degener- 
ative myocarditis” and constitute the largest 
group of coronary cases. Oille and Rykert? 
remark that “One of the most significant 
points to be realized in connection with cor- 
onary disease is that it shews itself chiefly by 





1. Bett, E. T. AND CLAWSON, G. J.: Primary hyper- 
tension, Arch, Path., 1928, 5: 939. 

2. Ome, J. A. AND RyKkert, H.: The clinical mani- 
festations of coronary disease, Canad. M. Ass. J., 
1935, 32: 35. 


the symptoms of a gradually failing heart 
rather than by angina or coronary occlusion’. 
Before diagnosing coronary disease at this 
point, however, all other causes of cardiac 
decompensation should be excluded—con- 
genital anomalies, valvular endocarditis, and 
fatty heart, to mention the chief. In the 
earliest stage, before there are any indications 
of cardiac failure or any complaint of pain, 
the only evidence of coronary disease may 
be some abnormality in the electrocardio- 
gram, the most important point here being 
not so much a specific alteration in the tracing 
as frequent variations within a short space of 
time. 

In the smaller group of cases where heart 
failure is not the predominating feature or 
only appears late coronary disease may be 
evidenced by attacks of pain (angina pectoris) 
or by the signs of myocardial infarction. Of 
angina pectoris we shall speak in a moment. 
Myocardial infarction is usually due to 
coronary occlusion, and this latter is usually 
due to thrombosis. 


The manifestations of coronary occlusion 
are so well known, that, with one exception, 
we need not dwell upon them—severe per- 
sistent pain in the chest, of sudden or gradual 
onset, lasting from a few hours to a few days, 
with or without vomiting; dyspnoea; shock; 
pallor or cyanosis; sweating; a rapid, thready 
pulse; distant heart sounds; a new cardiac 
rhythm; a fall in blood pressure; pericardial 
friction; leucocytosis; pyrexia; and, in the 
cases not quickly fatal, cardiac decom- 
pensation. When these features are present, 
and especially when they develop in the 
proper sequence, the diagnosis is easy and 
certain. It is well to remember, however, 
that in not a few cases the symptomatology 
may differ from this classical syndrome, 
either quantitatively or qualitatively. For 
example, pain may be absent or trifling and 
some other feature or features may be to the 
fore—a sense of apprehension, marked dys- 
pnoeea, congestive heart failure, and the 
appearance of a pathological rhythm. Occa- 
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sionally, acute cedema of the lungs may 
dominate. the picture and terminate the 
scene quickly. Very rarely, there may be 
no obtrusive features. 

Of all these manifestations pain is probably 
the most insistent, and, certainly, deserves 
some detailed consideration. First, we should 
like to comment on the present-day use of 
the term ‘‘angina pectoris’, which is, we 
think, quite unjustifiable. In England au- 
thorities like Lewis and Parkinson use the 
term to include coronary thrombosis, calling 
“angina pectoris” the “‘angina of effort’’ and 
“coronary thrombosis”’ the ‘‘angina of occlu- 
tion’. In Canada and the United States 
the term ‘angina pectoris” is usually re- 
stricted to pain on effort, and is used to 
denote such pain anywhere in the body from 
the third cervical to the eighth dorsal seg- 
mental area. In 95 per cent of cases at 
least this is due to coronary disease. All this 
is confusing. There seems to us no sufficient 
reason for discriminating between “angina 
of effort”? and “angina of occlusion” (some- 
times called also ‘‘angina of rest’’), for 
patients who have suffered from angina of 
effort may subsequently develop the angina 
of rest. Moreover, anginal pain, whether of 
effort or of rest, is not always the result of 
coronary disease. It may be extra-cardiac 
in origin, or even extra-thoracic. Angina 
pectoris, pain in the chest, “‘breast-pang’’, 
is, after all, only a symptom which may be 
due to a number of widely differing con- 
ditions; it is not a disease entity. The term 
‘“‘angina pectoris’, therefore, should not be 
linked up arbitrarily with any one patho- 
logical condition. To do so is merely to 
make confusion worse confounded. The 
term “angina pectoris” is used here in its 
genera] sense, that of a painful feeling of 
constriction in the chest, with the realization 
that such distress may be due to any one of 
several causes, or to no discoverable cause. 

Angina pectoris need not be described in 
detail; its general characters are known to 
all. The pain comes on suddenly, develops 
gradually, and gradually fades away; it is 
most frequently located in the mid-line and 
radiates more or less widely. Radiation to 
the arm is important in diagnosis as it almost 
certainly excludes an abdominal lesion; it, 
however, does not prove that the chest pain 
is of cardiac origin. As Doctors Oille and 


Rykert (loc. cit.) point out, the important 
diagnostic feature is that the distress is a 
response to effort or excitement. When the 
angina of rest is met with coronary throm- 
bosis should always be thought of. Further, - 
coronary disease should not be diagnosed 
until all other possible causes of the pain have 
been excluded. 


Pain in coronary disease is a variable 
symptom, even in the advanced condition of 
infarction of the heart. It is probably more 
often absent than present. Nuzum, Elliott, 
and Evans’ in a study of one hundred and 
fifty-five patients with hypertension in whom 
there was clinical evidence of coronary disease 
found electrocardiographic changes in 19.6 
per cent; cardiac asthma in 12.2; angina 
pectoris in 12.2; and coronary occlusion in 5.1. 
Saphir et al.* in their study of thirty-two cases 
of coronary thrombosis, found that in only 
four was there a history of pain during rest. 
They note also, as have others, that attacks 
of pain typical of infarction might occur in 
the absence of this lesion. In their opinion 
the location, severity and duration of the 
pain are unreliable guides in diagnosis. 

When we meet with a case of angina 
pectoris we should ask ourselves the following 
questions:—(1) Is the pain due to some 
condition, apart from coronary disease, which 
interferes with the supply of good blood to 
the heart? Such include aortic insufficiency, 
myxcedema, and pernicious anemia. Exami- 
nation of the cardiovascular system, de- 
termination of the basal metabolism, and 
examination of the blood are the chief 
measures required to establish the diagnosis. 
Toxic factors should also be thought of, 
both bacterial and non-bacterial—tobacco, 
lead, influenza, rheumatism, intoxication 
from the alimentary tract. Obesity and 
malnutrition may play a part, endocrine dis- 
orders, and the menopause. 

(2) Is the pain of abdominal origin? 
Coronary thrombosis may closely simulate 
acute surgical conditions in the upper ab- 





3. NuzumM, F. R., Exuiotr, A. H. AND Evans, R. D.: 
Clinical and pathological study of coronary 
sclerosis: incidence in hypertension, Am. Heart J., 
1935, 10: 367. 


4. Sapuir, O., Priest, W. S., HAMBURGER, W. M. AND 
Katz, L, N.: Coronary arteriosclerosis, coronary 
thrombosis, and the resulting myocardial changes, 
Am. Heart J., 1935, 10: 567 and 762. 
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domen**®; conversely, symptoms and signs 
due to abdominal disease may simulate 
coronary disease—cholelithiasis, perforated 
peptic ulcer, diaphragmatic hernia, colitis 
and sigmoiditis being the most important 
conditions “*%1!°, The points in differ- 
ential diagnosis are too numerous here to 
be detailed. 

(3) Is the pain of thoracic origin, but 
extra-cardiac? In this case pain suggestive 
of angina pectoris may be due to some dis- 
order of the skin, muscles, nerves, bones, 
cesophagus, diaphragm, and mediastinum. 
Herpes, myositis, intercostal neuralgia, 
pleurisy, spondylitis, and sub-acromial bur- 
sitis are to be thought of here. The first 
four mentioned present little difficulty in 
diagnosis. The pain most commonly mis- 
taken for angina is that due to spondylitis. 
It is usually unilateral, almost never in the 
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THE MEDICO-LEGAL ASPECT 


A RECENT murder trial (Crown vs. 
Chapdelaine) has been the occasion 
for reviewing the medico-legal aspects of 
arsenical poisoning. In this case, briefly, a 
woman was charged with the murder of her 
husband by means of arsenic. The circum- 
stantial evidence was strongly against her; 
she had had large quantities of arsenic in 
her possession, and her husband exhibited 
all the clinical signs that might have been 
caused by an overdose of this poison. The 
crown examiner, however, had been unable 
to find any arsenic in the body tissues, and 
the defence readily seized on the point: it 
was on this that the medico-legal interest 
was centred. 

In reply, the prosecution pointed out that 
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mid-line, and may occur in several places in 
the chest. It is often related to position in 
bed, and is induced by some special move- 
ment rather than by exertion such as walk- 
ing. Such pain may radiate as far down as 
the lower ribs. Pain due to sub-acromial 
bursitis often radiates to the precordium 
spontaneously or on lifting or rotating the 
ram. 

Arteriosclerotic dilatation of the arch of 
the aorta, aneurysms of the aorta (notably, 
the dissecting form), and pulmonary embol- 
ism, with acute cor pulmonale, may give 
rise to pain closely simulating angina pectoris 
and, even the clinical signs of coronary 
thrombosis." Skiagrams of the chest will 
help to determine the size of the heart, the 
existence of aneurysms, calcification of the 
vessels, and chronic arthritic changes. The 
existence of a thrombophlebitis somewhere, 
signs of pneumonia, and bloody sputum, with 
pyrexia will afford a clue in the case of pul- 
monary embolism. The resemblance to 
coronary occlusion is rather close. 

By exclusion, then, we can come at a 
diagnosis of coronary disease, but, as will 
have been gathered, an exhaustive examina- 
tion will have had to be made, presupposing 
an intimate knowledge of the disorders of 
many systems. 

11. McGinn, 8. AND Wuirte, P. D.: Acute cor pulmonale 


resulting from pulmonary embolism: its clinical 
recognition, J. Am. M, Ass., 1935, 104: 1473. 


OF ARSENICAL POISONING 


they were not bound to show that the body 
still contained the arsenic. They contended 
that it could pass out of the body a short 
time after ingestion, and, when pressed on 
the point, they brought forward certain 
statements in medical literature which 
seemed to support their contention. These 
statements had their origin in four cases 
which began with that of the Crown vs. 
Williams, in 1863, in which murder by 
administration of arsenic was proved, but 
still none of the poison was detected in the 
body of the deceased. This is described in 
Taylor’s Principles and Practice of Medical 
Jurisprudence (Vol. 2, p. 323). Another case 
was that of a Rev. James Alexander, who 
died sixteen days after a large dose of arsenic, 
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and yet the post-mortem examination re- 
vealed no arsenic in his body. The third 
case was one reported to the Royal Com- 
mission on Arsenical Poisoning, and in this, 
again, the post-mortem report showed no 
trace of the poison. The fourth instance of 
the kind was another trial case for arsenical 
poisoning, in connection with which a medical 
expert stated that in his experience a person 
might die speedily after taking a large dosa 
of arsenic, and yet not a trace of solid 
arsenical compound be found in the viscera. 

Now these four examples have been en- 
shrined in practically every edition of stand- 
ard books on medico-legal work, and, na- 
turally, are of very great significance in trials 
for murder by arsenical poisoning. But the 
trial under discussion has served to entirely 
discredit their value. The defence called in 
Dr. I. M. Rabinowitch, of Montreal, to 
testify, and he showed, definitely and irre- 
futably, that arsenic never passes out of the 
body entirely after enough has been taken 
to cause death. He showed that in all of 
the above-mentioned four cases the post- 
mortem examinations had been incomplete. 
In none of them had the hair, skin, nails or 
bones been examined, and yet it is well 
known that some arsenic is always taken up 
into one or other of these tissues, and in the 
hair, unless this has been cut, it remains 
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indefinitely. Dr. Rabinowitch took the 
trouble to look up the original post-mortem 
reports in these cases, and found that in 
each instance the abdominal viscera only 
had been examined. On his own experience, 
he challenged the Crown to cite a single 
case in any language or in any textbook in 
which no arsenic had been found in the body 
of a person dying of acute arsenical poisoning, 
when all the tissues had been examined. It is, 
of course, well recognized that the abdominal 
viscera may show none of the poison even 
after large doses, because it soon leaves them, 
some to be eliminated by the kidneys, and 
some to be taken up by the skin, nails and 
hair. 

We hope that this expert evidence will 
serve to show that these textbook statements 
are misleading. It should be laid down once 
and for all that large doses of arsenic always 
leave traces that can be detected, if all the © 
tissues are examined. When that is recog- 
nized it will be impossible to charge anyone 
with murder by arsenical poisoning in the 
absence of arsenic in the body of the victim. 
It was only the persistence of Dr. Rabino- 
witch in this case that finally enabled the 
defence to win an acquittal for the accused 
woman, although she had been convicted 
twice and twice sentenced to be hanged. 


THE RELATION OF CLIMATE TO TUBERCULOSIS 


HE value of climate in the treatment of 

pulmonary tuberculosis has not yet been 
definitely ascertained. There was a time 
when the impression was unquestioned that 
altitude and a dry atmosphere were factors 
of almost supreme importance. Now it is 
felt that there are so many other factors in 
the treatment of tuberculosis that climate 
must no longer be assumed to have such an 
overwhelmingly vital influence. Neither 
view, however, has ever been clearly 
analyzed. Cowles and Chapman* point out 
that most of the reports on the subject seem 
to indicate that altitude is of definite im- 
portance. For example, they quote Gardiner 
et al. as concluding that the high inland 





* A statistical study of climate in relation to pul- 
monary tuberculosis, J. of Am. Statist. Assoc., 1935, 
30: 517. 


plateau region of the United States ap- 
parently owed its remarkably low death rate 
from tuberculosis, in considerable part, to 
climatic factors; also Treutlein, as saying 
that the proportion of tuberculous cases in 
Bolivian hospitals at altitudes of 6,000 to 
12,000 feet declined sharply with increased 
altitude. Other reports, however, show evi- 
dence of disagreement, although in any case 
Cowles and Chapman state that none of the 
studies so far are convincing from a statistical 
point of view, since the variable factors in 
the matter have not been given proper 
consideration. 


In their own study they have tried to esti- 
mate the significance of the climatic factor, 
and in doing so have considered the other 
factors which affect the variations in death 
rate from tuberculosis, that is, amongst the 
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white populations of various states in the 
United States. The large number of 150,000 
deaths from pulmonary tuberculosis was 
investigated by statistical methods. Briefly, 
the result of their inquiry is as follows. It 
was found that there were nineteen elements 
of possible significance in the death rate, 
but six of these combined to act as major 
factors in the variation of the death rate 
amongst the various states. One of these 
factors was the proportion of coloured 
population. There was a considerable direct 
relationship to the tuberculosis death rate 
for the white population in the case of thirty- 
three states with less than 19 per cent negroes. 
In nine southern states, however, with more 
than 25 per cent negroes this relationship is 
different. It is suggested that this is due 
to the segregation of the coloured population 
in these states being stricter than in those 
with a less acute race problem. Other 
factors were high standards of education, as 
reflected chiefly in the literacy of the white 


population, along with per capita expendi- 
tures in elementary and secondary schools. 
As regards climate, the only element 
which seemed to be of definite significance 
was the number of hours of sunshine. The 
other climatic elements considered to be of 
any possible significance were precipitation, 
daily temperature range, and altitude. The 
last named showed no special significance. 
We must not look then for any markedly 
preponderant element amongst the many 
factors which affect the progress of tubercu- 
losis. All that the authors will permit 
themselves to conclude is that, in so far as 
the states of the United States are con- 
cerned, high standards of education and 
minimizing the risk of infection from negroes, 
combined with life in a sunny, dry, and 
high climate, would seem to be far more 
important than other elements, such as large 
per capita income or low population density, 
in reducing the white death rate from pul- 
monary tuberculosis. H. E. M. 


OUR MEDICO-LEGAL DEPARTMENT 


OR rather more than a year the Journal 

has been publishing as one of its regular 
monthly features digests of court judgments 
of medico-legal interest. In that time some 
twenty important pronouncements of the 
kind have appeared. It is hoped and be- 
lieved that these judgments are of sufficient 
importance to the medical profession to 
warrant their being reported in future issues. 

A word at this time as to the method by 
which our abstracts or digests are prepared 
and their purpose will not be out of place. 
In all the provinces of Canada the more 
important written judgments of the courts 
are published in ‘Reports’, official and 
otherwise. To these the lawyer has re- 
course when he seeks for precedents. Upon 
these have been based most of the digests 
that have appeared in the Journal. For 
convenience of reference a summary of the 
digest is printed in italics at the beginning. 
This is what the lawyers call “the headnote’’. 
The references in the footnotes are to the 
date, volume, and page of the particular 
report from which the digest has been made. 
The digests do not purport to be anything 
more than summaries of the judge’s opinion, 


with his reasons. The reporter rarely per- 
mits himself the luxury of personal comment, 
and when he does so his comment is so 
phrased as to be easily distinguishable from 
the judgment proper. 

It happens, however, that a proportion of 
the judgments rendered do not get into the 
official reports. Those that do not, and 
among them are many of interest to the 
medical man, are to all intents and purposes 
lost in the archives of various court-houses 
from coast to coast. The Journal could 
perform an additional service if it could get 
track of these. Unofficial reports of this 
kind, when carefully prepared, have before 
now attained such a reputation for accuracy 
that they can be quoted in court as authority. 
Examples of this are the legal reports that 
have appeared in the London Times. For 
our Journal to provide this service it needs 
the cooperation of the medical profession. 
If the medical practitioner who knows of a 
judgment in a medico-legal case which has 
not been officially reported could furnish us 
with an accurate copy, or at least inform us 
as to where such could be obtained, we could 
have the case digested by our legal corre- 
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spondent. The cases officially reported are, 
of course, readily accessible to us. 

In order to make its Medico-legal Depart- 
ment still more useful the Journal intends 
to inaugurate a new feature. It proposes 
to publish from time to time summaries of 
the Statutes passed by the Federal and 
Provincial Legislatures which relate to medi- 
cal practitioners, nurses, pharmacists, and 
hospitals. As we all know, a feature of gov- 
ernment today is the growing tendency of our 
legislators to interfere in the concerns of the 
individual and of aggregations of individuals. 
Whether this is a good thing or a bad thing is 
not for us to discuss here. Examples of regi- 
mentation as it concerns groups are particu- 
larly to be found in what has come to be 


called “social legislation’, including, for 
example, minimum wage laws, unemploy- 
ment and social insurance Acts, hours of work 
Acts, collective labour agreements and so on. 
Of particular importance to the medical pro- 
fession are the various proposals designed 
to implement ‘‘state medicine’. It is ob- 
viously of great importance that we should 
keep ourselves informed about legislation 
that affects our personal and professional 
interests. Our medico-legal column is de- 
signed, therefore, to keep our members awake 
to the many pitfalls that attend the practice 
of medicine, to shew how these may be 
avoided, and to keep them posted as to 
legislation which affects their duties, rights, 
and interests. A, oH 


Editorial Comments 


I. P. Pavlov 


On February 27, 1936, Ivan Petrovitch 
Pavlov, one of the greatest of physiologists, 
passed away in his 87th year. The scientific 
heritage which he has left us is indeed stupend- 
ous. Its value lies not only in the multitude 
of new facts which he discovered but even 
more in the new methods which he worked out, 
and which led him, and will lead generations 
of physiologists, to a better understanding of 
the complex machinery of the animal body. 
Even a few of the physiological facts estab- 
lished by Pavlov would have been sufficient to 
rank him among the foremost physiologists— 
such discoveries, for example, as the augmentor 
effect of the sympathetic nerve on the heart 
beat (made independently of Gaskell) ; the in- 
nervation of the gastric and pancreatic glands; 
the characteristics of the salivary, gastric, pan- 
ereatic and other glandular secretions; the 
discovery of enterokinase, and so on. These 
and many other of Pavlov’s findings are now 
included in every textbook of physiology, often 
without any mention of his name. They have 
become a matter of common knowledge—a 
proof of their fundamental value. 

But Pavlov’s genius found magnificent ex- 
pression in another direction also. Study of 
his work reveals that he always employed a new 
method of approach to any problem on which 
he was engaged. Thus he was the first to 
realize fully that the method of ‘‘acute experi- 
mentation’’ with anesthetized animals, valuable 
as it is, has yet great drawbacks. He therefore 
. introduced ‘‘physiological surgery’’, and the 
first aseptic department for operations on 
animals was established in his laboratory in the 


‘‘nineties’’ of last century. This has now be- 
come a necessary adjunct to every physiological 
and experimental-pathological institution.- Pav- 
lov owed his success in investigating the fune- 
tion of the alimentary canal (and the Nobel 
prize, awarded to him in 1904) very largely to 
the use of ‘‘physiological surgery’’ in the study 
of this problem. 

Even more startling than these achievements 
was the application of physiological methods of 
investigation to the study of the function of 
the cerebral hemispheres, 7.e., by means of 
‘‘eonditioned reflexes’’. This method of ap- 
proach may indeed be considered a_ revolu- 
tionary one, for in a province of science 
hitherto regarded as the almost exclusive 
domain of psychology Pavlov ventured to em- 
ploy physiological methods of investigation and 
to evaluate his results from a purely physio- 
logical point of view. It is too early yet to 
estimate the full value of this bold stroke of 
genius, but it must be positively stated that 
Pavlov’s thirty years’ study of the function of 
the cerebral hemispheres in the dog by the 
method of conditioned reflexes gave science its 
first insight into the true physiology of the 
highest part of the central nervous system. 
The conditioned, reflex method is now firmly 
established in physiology. It has already be- 
come in the hands of many investigators one 
of the most useful tools in the study of phe- 
nomena occurring in the cerebral cortex. The 
influence of Pavlov’s work on conditioned re- 
flexes is also being noticeably felt in psychol- 
ogy. There is very little doubt that in time it 
will influence more and more not only the 
psychologists but the psychiatrists, pedagogues 
and sociologists as well. 
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Pavlov was born on September 26, 1849, in 
the provincial city of Rjazian. He graduated 
first from the science faculty of the University 
of St. Petersburg, and afterwards (in 1879) 
from the Medico-Chirurgical Academy. He 
studied physiology under Professor E. Cyon, in 
Russia, and under Professors C. Ludwig and R. 
Heidenhain in Germany. In 1890 he became 
Professor of Pharmacology, and in 1895 Pro- 
fessor of Physiology, in the Military Medical 
(formerly Medico-Chirurgical) Academy, St. 
Petersburg. In 1890 he had also been ap- 
pointed head of the Department of Physiology 
at the Institute of Experimental Medicine, a 
position which he held till the day of his death. 
Most of his work came out of this laboratory. 
Himself the son of a clergyman, he resigned his 
chair of physiology at the Military Medical 


Special 


OBSTETRICS IN RURAL 
SASKATCHEWAN: 


WitH SprEcIAL REFERENCE TO THE QUESTION 
oF MIDWIVES 


By IsaBEL STEwart, Reg. N. 
Director of Red Cross Outpost Hospitals, 


Regina, Saskatchewan 


Saskatchewan with its great distances, its 
racially mixed population, its extremes of tem- 
perature, and its economic tribulations, should 
be a suitable place in which to consider the 
employment of midwives as the solution for the 
high maternal death rate. The average ma- 
ternal death rate in the Dominion of Canada 
for the six years 1928 to 1933 is 5.3; the average 
maternal death rate for Saskatchewan in the 
same time is 5.2. 

Many panaceas have been suggested to cure 
this ill. The provincial government has given 
a maternal grant to needy mothers; professors 
in medical colleges have stated that doctors 
need more obstetrical training; and public health 
authorities from other countries, especially 
those from England, have stated that the 
solution to this problem is the employment of 
midwives. It is with the discussion of this 
last solution that we are here concerned. 

The trained midwife, as we know her, must 
be imported, because we have no training 
centres in Canada for her. In order to open 
our medical schools for the training of midwives 
in the classes with our medical students, a 
determined wave of public opinion would have 
to beat upon the heads of our medical colleges. 
With clinical material for teaching of future 
doctors already somewhat inadequate, the 
professors would not welcome the task of finding 


Academy in 1924 as a protest against the per- 
secution of the children of the clergy by the 
Soviet authorities, who denied them the right 
of entering the universities. He was a member 
of the Russian Academy of Science, of the 
Royal Society of London, and of many other 
learned societies and universities throughout 
the world. 


The life of Pavlov was not rich in adventure 
in the usual ‘sense of the word, but it is a 
fascinating record of the adventures of a mind 
untiring in the search for truth. To his uncom- 
promising devotion to science and his steadfast 
faith in it as one of the guiding principles of 
life may be ascribed the great achievements 
which will cause the name of Pavlov to be re- 
membered for ever. B. P. BAaBKIN 


irticles 


more opportunities for the practical teaching 
of women to be midwives, and, in a small sense, 
rivals to the doctors. With conditions as they 
are at present and as they are likely to remain, 
midwives trained abroad would be our only 
source of supply. 

People who arrive from the British Isles have 
adjustments to make in meeting new and dif- 
ferent living conditions in Canada. The profes- 
sional midwife would have to pass through the 
same period of adaptation. She could not find 
her feet all at once, and the going might be very 
rough at first. Those from countries other 
than the United Kingdom might have the 
additional handicap of language. But if mid- 
wives are the solution and public opinion de- 
mands midwives Canadian women could be 
trained in this work. 

Let us consider Saskatchewan’s need. The 
eight cities which contain one-sixth of the 
population are well supplied with practising 
obstetricians and adequate hospital accommo- 
dation. In the two larger cities, Regina and 
Saskatoon, which contain one-ninth of the 
province’s population, there is an organized 
visiting nursing service, the Victorian Order of 
Nurses, which assists the doctor during con- 
finement in the home, gives daily care to mother 
and baby for the first ten days, and weekly 
supervision for six weeks. Seven of the cities 
have public health nurses doing general public 
health work. The services of these nurses are 
available alike to rich and poor, but they are 
especially appreciated by the people who 
through the vicissitudes of fortune find them- 
selves on evil days financially. Organized 
municipalities have legislative power to provide 
through taxes free medical service to all tax- 
payers. This would cover maternity cases. 
The provincial government gives maternity 
grants to rural indigent mothers; an extra sum 
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is given the physician if a prenatal examination 
is made and also another little extra if a post- 
natal examination is made six weeks after 
delivery. Thus indigent patients receive a 
certain amount of prenatal and postnatal care 
and medical attendance at confinement at no 
expense to themselves. Physicians in some of 
the frontier districts are subsidized by the 
government to give medical care in all cases. 
Without this subsidy it would be impossible for 
many districts to have any medical care because 
of the inability of the people to pay. A mid- 
wife, subsidized for maternity work, would be 
qualified to care for only one type of case; the 
doctor is subsidized to care for everything from 
maternity cases to fractures. An adequate 
midwife service in rural Saskatchewan would 
involve the problem of transportation. Diffi- 
culties encountered would be distance, temper- 
ature, and blocked highways. The overcoming 
of these all involves the expenditure of more 
money, and if money is to be spent transporting 
someone why not transport someone who can 
assume full responsibility, namely, a doctor? 
There are eighty-eight hospitals, not in cities, 
which care for maternity cases. Thus we. see 
that in the cities and in the well settled muni- 
cipalities adequate provision is made. The 
great need for medical help appears in the 
frontier and homestead land. In 1933 there 
were 5,886° babies delivered in Saskatchewan 
(28.6 per cent of all births) without the at- 
tendance of a doctor or a nurse. 

Has anything been done to meet this need of 
the pioneers? In 1920 the Saskatchewan Red 
Cross as part of its peace-time program opened 
small hospitals in homestead country, with the 
care of new mothers as a first responsibility. 
The policy of the Red Cross is to establish a 
hospital in a remote and inaccessible settlement, 
to carry on the hospital for some years, in order 
to demonstrate to the community how a hospital 
should be managed, and, later, when affairs are 
running smoothly, to withdraw and let the 
community carry on the hospital as its own 
responsibility. Since 1920 nineteen of these 
outpost hospitals have been established. At 
present 6 are being administered by the Red 
Cross. Since 1920 these outpost hospitals have 
cared for 5,090 maternity patients. These are 
cases in isolated communities; many of the 
women, because of poverty or distance, or both, 
had no prenatal care. Of these 5,012 were con- 
fined in the hospitals and 78 in the homes by the 
Red Cross nurses. There have been 14 ma- 
ternal deaths, a rate of 2.7, which is about half 
as high as the general rate in the province. 

The physicians who attended these cases have 
not had special training in obstetrics; they are 
average, hard-working, sensible, practical coun- 
try doctors. Possibly they have a better stock 
to work with than the city doctor. Certainly, 
the mothers have no luxuries, no running water, 
no electrical appliances, plenty of lifting, plenty 
of bending, gardens and hens to tend. How- 
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ever, the V. O. N. nurses working in the cities 
of Canada have an equally good record. In the 
last five years the V. O. N. nurses have assisted 
the physicians with 14,000 confinements in 
Canada. The average maternal death rate in 
these cases is 2.1. 

The Red Cross Outpost Hospitals admit 
patients who live within a radius of 40 miles, all 
in newly settled country. The inability of the 
patients to pay for medical care is one of the 
factors considered in placing a new outpost 
hospital. 

Analysis of the 14 maternal deaths shows that 
influenza was the chief cause of death of two 
patients admitted in labour. One of these had 
a temperature of 104° on admission, was de- 
livered six hours later, and died three hours 
after delivery. The other was admitted with 
a temperature of 102°, was delivered ten hours 
after admission, and died on the following day. 
Two other patients died of pneumonia. One, 
who was admitted with a temperature of 103°, 
went into labour four hours after admission, 
and died the third day after delivery; the other, 
admitted in labour with a temperature of 104°, 
died the third day after delivery. Two of 
these four cases had no prenatal care; they were 
ill at home for several days before admission. 
Two patients died of embolism, one on the 
tenth day and one on the eleventh day; both 
patients had been out of bed, both had a normal 
puerperium and died within a short time after 
the onset of the attack. One patient died of 
hemorrhage at delivery. She gave a history of 
not having ‘felt life’? for some weeks before 
entering the hospital in labour, and had had no 
prenatal care. Three died of eclampsia. One 
was admitted in eclamptic coma and died in 
four hours; another developed convulsions on 
the way to hospital in labour, delivered a live 
child, and died in two hours. The first eclamptic 
had had no prenatal care; the second had not 
had any prenatal care for the last four weeks 
because of the great distance from the doctor; 
the third eclamptic died twenty-four hours 
after admission; she had not had prenatal care. 
Two patients died of shock following long, pro- 
tracted labours. One died of heart failure on 
the fourth day. One patient of German 
nationality, in Canada for only one year, had 
had no prenatal care, had a normal labour, but 
was obsessed with the idea that death was in- 
evitable because her mother and her maternal 
grandmother had both died following the birth 
of the first baby. Delivery was normal and 
comparatively easy. There was no elevation 
of temperature. In spite of all that could be 
done to improve her mental condition she died 
on the thirteenth day. 

Of these cases the three eclamptics, with pre- 
natal care, might have been saved, but a mid- 
wife placed in the district would possibly not 
have been in any closer touch with them than a 
doctor. If the pneumonia patients had re- 


mained at home they might have had a chance. 
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Both of them had intended to remain at home, 
but when fear entered their minds they came to 


the hospital. The long drive in winter may have 
increased the burden on a lowered resistance. 
The two cases of influenza were unforeseen com- 
plications. Insmall, badly ventilated homes the 
conservation of warmth is a matter for con- 
-sideration. It is almost impossible if one of the 
family develops an infection to keep the others 
isolated. 

The cases of hemorrhage and shock at de- 
livery would be much more adequately handled 
in a hospital than in one of the small, crowded 
homes. In the case of the primipara who knew 
she was going to die everything possible was 
done to distract her attention, without any 
mental improvement. It is not known whether 
the mother and grandmother were attended at 
home or in hospital. 

A midwife, with the best personality, adequ- 
ately trained, in a new district just opening up, 
would often be faced with the physical im- 
possibility of being in two places at once. Two 
or more patients can be easily cared for at the 
same time in a small hospital. The low temper- 
atures and the snow in winter with blocked 
roads all make the time spent in transport long 
and difficult. Many of the homes are small 
and without adequate comfort for well folks, 
and with no provision for space or privacy for 
the sick, let alone accommodation for anyone 
in the guise of a nurse, no matter how effacing 
she might be. The mother, worried and 
bothered by the smaller children, not wishing 
anyone to know how bare her linen cupboard is, 
or how empty her pantry shelves may be, does 
not welcome the idea of being sick at home. In 
the small hospital with all 1esponsibility for 
food and for the petty troubles of the smaller 
children off her mind, the mother, in a com- 
fortable bed, waited on by kind hands, finds 
herself sleeping peacefully through most of the 
day in strange surroundings. 

Those who come to Canada from Europe, 
where the work is being done in homes by mid- 
wives, are unaccustomed to leaving the small 
children and going to hospitals, but they soon 
become used to the idea. The cold winters 
are new to all but those from the northern 
countries of Europe. These people realize how 
low the temperature of their little shack often 
becomes in the middle of a winter night, and 
realize that for the sake of warmth, if not for 
space, the sleeping accommodation must be all 
in one room. Few of the new homes boast an 
upstairs, and the heaters used cannot distribute 
an even heat. 

The new Canadian is persuaded to come to 
the hospital for the first baby, and there is 
something wrong with the nursing staff if the 
idea of the hospital, rather than the home, as a 
place for the arrival of the new baby is not 
firmly fixed in the mother’s mind after her 

first experience. Occasionally a patient comes 
in to have a seventh or eighth or tenth child on 
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her first stay at the hospital. She is a bit shy 
and uncertain of hospital procedure, but with 
hospital conveniences around and with no 
confusion young Canada arrives. <A sense of 
relief passes over the mother when she realizes 
how little responsibility she has had to assume. 
After she goes home she tells all her neighbours 
what a fine place the hospital is. 

We feel that whatever the solution of the 
high maternal death rate in Canada may be 
it does not lie in the employment of midwives 
who go from home to home delivering normal 
cases. Because a certain method of maternity 
care suits the crowded, thickly populated 
centres of Europe it does not follow that it will 
suit a thinly populated country where trans- 
portation is difficult. Let us work together as 
thoughtful people and apply our energies to 


.finding a reasonable solution of this ever-present 


and difficult problem, the yearly loss of young 
mothers. 
* * * 


CoMMENT BY Dr. T. A. Patrick, YORKTON, 
SASK. 


It is now almost forty-seven years since I 
became acquainted with what was then the 
northeastern part of the old provisional district 
of Assiniboia. Ever since that time I have 
been practising all branches of medicine in rural 
areas for miles hereabout. For eight years I 
had as my office nurse an English midwife, 
holding a certificate from the Central Midwives 
Board. After qualifying as a trained nurse she 
spent two years on her C.M.B. training. She 
went out into the country with me, and in 
every case proved the excellence of her training 
and her ability to rise to unusual occasions, yet 
never once did she express any desire to go out 
on her own as a trained midwife in Saskat- 
chewan. She saw conditions as they were and 
are. 

Rural residents are quite aware of the handi- 
caps besetting the expectant mother in her home, 
and are more and more coming to the hospital 
in time. There is a distinct trend toward 
hospitalization under contract between the 
rural municipality and the hospital board. I 
cannot understand how any person who knows 
the difficulties of transportation over rural 
roads for many weary miles can be sure that 
what is adapted to conditions in the old country 
can be adapted to such very different con- 
ditions here. 


The best armour of old age is an early life well 
spent in the practice and exercise of virtuous deeds. For 
when you are advanced in years your previous good 
actions bring a great reward, seeing that your habits of 
virtue still abide with you even in extreme old age. 
Moreover, the consciousness of a well-spent life and the 
memory of many kind actions is in itself a very sweet 
consolation.—Cicero, 
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THE ETHICS OF MEDICAL PRACTICE 
By D. A. Stewart, M.D., LL.D., 


Chairman of the Committee on Ethics 
Ninette, Man. 


II. ANcIENT RULES AND MoperRN RULINGS 


The first specific question submitted to the 
new Committee of Ethics was one quite outside 
the scope of our early-Victorian Code. A com- 
pany wishing to push the sale of its own special 
brand of a useful food element—orange juice— 
wished to engage a young physician to give 
radio talks on the usefulness of this food element. 
This propaganda would undoubtedly be focussed 
by the company, even if not by the physician, 
upon their own special product. In the refer- 
ence to the Committee the statement was made 
that the doctor might by this means, in addition 
to payment, become better known and so likely 
improve his practice. 

This question, submitted to the Committee 
members, has proved an interesting study. We 
first had to get wholly out of our minds any idea 
that we were a jury dealing with discipline, and 
focus our thinking on ideals and beauties and 
niceties of conduct and an appeal to conscience, 
not law. What the courts of the profession 
might do or not do was another matter. We 
had no prisoner at the bar. We were con- 
sidering what way of life we all should follow, 
not a list of crimes a fellow-man might be hanged 
for. The question was not, is a certain course 
punishable, but, is it right? 

When we got well away from any thought of 
discipline the Committee was practically un- 
animous that a paid advocacy of any com- 
modity, for the gain of any company, however 
useful the commodity might be, was not a 
dignified or proper proceeding. Among the 
comments were:—‘‘Not in the best interests of 
the profession or the general public,” ‘‘Unwise’’, 
“Better not”, ‘‘Derogatory to the dignity of the 
profession’, ‘“‘Deserving mild censure’. This 
consensus it seems to me the profession in 


HEART-BLOCK AND CORONARY DISEASE.—J. Salcedo- 
Salgar and P. D. White state that there is a marked 
discrepancy between the occurrence of auriculo-ventricular 
and intraventricular block and the clinical evidence of 


coronary disease, namely, angina pectoris and gross myo- 
cardial infection, basing their conclusions on 4,274 cases 
of cardiovascular disease. They found that only 8.8 per 
cent of 700 patients with angina pectoris uncomplicatec 
by clinical coronary thrombosis showed heart-block, and 
that only 13.1 per cent of 328 cases of coronary throm- 
bosis, with or without angina pectoris, had heart-block. 
Conversely, in 117 patients with auriculo-ventricular block 
‘there were only 9.4 per cent with angina pectoris without 
clinical coronary thrombosis, and only 11.9 per cent more 
had clinical evidence of coronary thrombosis with or 
without angina pectoris, totalling 21.3 per cent of cases 
of auriculo-ventricular block with clear evidence of 
coronary disease. In 181 cases of intraventricular block 
of all grades, including 77 cases of full left bundle- 


general will agree with. A doctor on the radio 
boosting the use and sale of any one product 
would be an advocate when he should be a judge. 
A doctor is in his right place when he is standing 
beside the patient, and, with no possible bias, 
choosing out of all possible elements the very 
things that are best in all respects for this 
particular patient. A doctor is in a wrong 
position when he is standing beside a mer- 
chandiser and pushing any proprietory product 
as far as it can possibly go, for profits. Even 
such a harmless or useful commodity as orange 
juice would not be advised for people of all 
conditions, all ages, all pockets, and at all times. 
There may be cheaper substitutes—perhaps the 
juice of the humble tomato (either pronunci- 
ation). Quite apart from direct or implied 
advocacy of any special brand, is it fair that a 
doctor, a man of authority, from the housetops, 
or the modern equivalent, the air, should excite 
hard-up but conscientious parents to upsetting 
ideas of relative values of elements in their 
children’s dietary, implying that an impossible 
one is the only right one? 

Should a doctor ever become the paid agent 
of a merchandiser? This is very different from 
being a paid research worker in a commercial 
company, which can be quite as ethical and as 
valuable as any other service. Why do the 
merchandisers wish a doctor to give such radio 
talks? Simply because for twenty centuries the 
people have trusted doctors in such matters. 
They would take a doctor’s advice as dis- 
interested advice, which in this case it would 
not be. The first interest of a radio advocate 
is not the good of a patient but of a company. 
A doctor advocating a commodity generally is 
putting up for sale along with his commodity 
something that does not belong to him, the age- 
old inherited confidence of people in the medical 
profession. To sell a harmless or useful product 
in that way is not so bad as to sell nostrums, 
but the principle is the same. One Committee 
member thought quite appropriate the answer 
of a wife, when her husband asked if a collar 
could be worn again—‘‘If it’s doubtful its dirty”’. 


branch block and 19 cases of full right bundle-branch 
block, 29.8 per cent showed angina pectoris without 
clinical coronary thrombosis, and 9.3 showed coronary 
thrombosis without angina pectoris; in all only 46.9 per 
cent of these cases of intraventricular block showed 
clinical evidence of coronary disease. Analyzing their 
results, the authors conclude that the coronary supply to 
the auriculo-ventricular node and bundle and its branches 
is not necessarily occluded as a result of the lesion 
(thrombosis or embolism) which blocks the coronary 
supply to the areas of the heart (anterior apical and 
posterior basal portions of the left ventricular myo- 
cardium) most commonly affected in clinical coronary 
thrombosis. They believe that such supply may be 


seriously involved by atherosclerotic or other processes 
with poor prognosis, even when there is no associated 
angina pectoris or clinical evidence of sudden blockage of 
the anterior descending branch of the left coronary 
artery or of the main branch of the right—Am. Heart 
J., Dec., 1935, p. 1067. Abs. in Brit. M. J. 
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Men and Books 


THE CENTENARY OF SAMUEL BUTLER 


By H. E. MacDernmort, 
Montreal 


Samuel Butler (1835-1902) was one of those 
whose greatness did not receive full recognition 
during his lifetime, Perhaps this was because 
he aroused so much opposition and was too 
much in advance of his generation; although 
actually he was not so much in advance as that 
he was inclined to question and criticize, which 
he would have done in any generation. In any 
ease, he died with little to show that he would 
be remembered for much longer, but within a 
few years his fame became solidly established 
and has remained so. The centenary of his 
birth occurred a few months ago and has been 
made the opportunity for recalling his remark- 
able personality. 

Butler was one of the great amateurs, if that 
is to be taken as meaning one who does things 
only because he wants to do them; and he would 
probably have gladly accepted the title. It 
happened, however, that he wanted to do many 
diverse things. He composed music, although 
that is all that can be said of it, even if much 
of it was strictly imitative of his adored Handel. 
He painted (eleven of his paintings were ex- 
hibited in the Royal Academy), but his work 
will not live for its artistic value so much as 
beeause he was the painter. In biology and 
philosophy perhaps he would not have been so 
ready to be called an amateur. He wrote three 
books on evolution, and sharply opposed 
Darwin’s explanation of the origin of species 
by natural selection. Whether his own con- 
tribution to the subject is to be considered of 
permanent value or not, it must at least be 
recognized as evidence of unusual mental qual- 
ities. Butler never could have developed the 
evolutionary idea with the completeness and 
mastery of Darwin, but that would have been 
due not to inferior qualities of mind so much as 
to differences in temperament. The two men 
cannot be compared; each had absolute honesty 
of mind, and there the common ground ceases. 
Butler made his mark in his own way, but he 
might have made it sooner and with more effect 
if his way had been less impatient and more 
tolerant, But then, again, how much of this 
hypersensitiveness was due to the torture of his 
childhood days and a father of whom he wrote: 
**T ean call to mind no time that I did not fear 
him and dislike him. There ean be no real peace 
or contentment for me until either he or I are 
where the wicked cease from troubling.’’ In 


The Way of All Flesh Butler has left us de- 
scriptions which show that his father’s dis- 
ciplinary methods bordered on the sadistie. 

Still, with all the exeuses and explanations 
possible, the fact remains that Butler’s writings 
always have an astringeney which, if quite ef- 
fective in preventing them from being dull, is 
often enough too bitter to be pleasant. After 
all, even if a man does have a grievance against 
his father one always has a vague uneasiness in 
hearing him vilify him with such corrosive 
virulence as Butler displayed. And yet—what 
a father! His guiding principle was ‘‘Break 
your child’s will early, or he will break yours 
later on’’. 

Not that Butler has left a memory only of 
bitterness and eccentricity. Far from it. He 
was essentially a man of independent and force- 
ful mind, and it was in asserting that inde- 
pendence that he found his greatest happiness. 
Without professional or technical training, he 
was always at odds with the views of the trained 
scientist and professional man. He was just 
as ready to attack the accepted views of science 
as he was those of religion, or literary subjects, 
or philosophy. Hence his opposition to Darwin, 
his defenee of miracles, his theory that the 
author of the Odyssey was a woman, his satire 
on modern society in his famous Erewhon. He 
published Hrewhon in 1872, and nothing that 
he wrote brought him as much fame during his 
lifetime; indeed, it was the only one of all his 
books on which he did not lose money. It was 
a satire, in an age when English satire had lost 
its effective teeth, and is to be added to that 
interesting list of famous books which were at 
first rejected by the publishers, George Meredith 
was the reader for the first publishing company 
to which it was sent, and he recommended its 
refusal on the ground that ‘‘it was a philosophi- 
eal work and little likely to be popular with a 
large circle of readers.’’ Butler said that he 
entirely agreed with him! 

Butler concerned himself very little with 
medical matters. He had thought of taking up 
medicine once, influenced thereto by a friend, 
who was a homeopathist. But his desires got 
no further than the naming of his horse in New 
Zealand ‘‘Doctor’’. It must be added, however, 
that he said he hoped the animal was a homeo- 
pathist! However, Erewhon has ideas on public 
health that in his day were regarded as no more 
than exuberant eccentricities but now are com- 
monplace. In Erewhon the sick were punished 
by law, and the criminals were sent to hospital 
or were visited by their ‘‘straighteners’’. Every 
student and every public health nurse ought to 
read the account of the trial by judge and jury 
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of a man accused of pulmonary consumption. 
The law was carefully explained to the criminal, 
and he was reminded that he had been previously 
convicted of aggravated bronchitis, and had 
already been punished many times. This time 
he was sentenced to life imprisonment. 


Butler was not particularly anxious that peo- 
ple should believe in him. It was enough that 
he was able to set himself down freely in his 
limpid, acid style, and stir people up with his 
unexpected and often inconvenient ideas. 


‘*Above all things,’’ he wrote, ‘‘let no unwary 
reader do me the injustice of believing in me. In that 
I write at all I am among the damned. If he must 
believe in anything, let him believe in the music of 
Handel, the painting of Giovanni Bellini, and the XIIIth 
Chapter of St. Paul’s Epistle to the Corinthians.’’ 


He shows this uncertainty about himself again 
in speaking of his book Life and Habit. 


‘*T admit that when I began to write upon my sub- 
ject I did not seriously believe in it. I saw, as it were, 
a pebble upon the ground, with a sheen that pleased me; 
taking it up, I turned it over and over for my amuse- 
ment, and found it always grow brighter and brighter 
the more I examined it.’’ 


He was fond of Italy and spent much time in 
its smaller towns. Jones, his inseparable friend, 
tells us that once at Palermo they went to see 
the mosaics in the Cappella Palatina, for which 
there was an admission charge, The custode 
gave Butler a bad lira in his change, and they 
had words over it, but were unsuccessful in get- 
ting it replaced, the ecustode protesting with 
overwhelming volubility, first that it was a good 
lira, then that he hadn’t given it to them, and 
so on, until they were almost convinced that they 
were dishonest themselves. On their way out, 
the custode, ‘‘who had forgotten all about so 
usual an occurrence, returned our umbrellas to 
us with an obsequiousness capable of but one 
interpretation.’’ ‘‘I shall not give him any- 
thing,’’ said Butler severely to Jones. ‘‘Oh yes, 
I will though,’’ then, with a very fair approach 


to Sicilian politeness, he handed the bad lira 
back to the old man. 


The custode’s face changed and changed again like 
a field of corn on a breezy morning. In spite of his 
archiepiscopal appearance he would have been contented 
with a few soldi; seeing a whole lira he beamed with 
delight; then, detecting its badness, his countenance fell 
and he began to object; almost immediately he identified 
it as his own coin and was on the point of bursting with 
rage, but suddenly realizing he had nothing to say, he 
laughed heartily, shook hands with both of us, and 
apologized for not being able to leave his post as he 
would have so much liked to drink a glass of wine with us. 

‘*There, now we have made another friend for 
life’’, said Butler as we drove away. ‘‘This comes of 
doing the right thing. We must really be more careful. 
It is another illustration of what I am so constantly telling 
you; this is the sort of thing that must have been in 
the Apostle’s mind when he said that about all things 
working together for good to them that love God.’’ 


But it fell to the lot of our own country 
(Montreal in particular) to provide him with 
the best known incident of his travels. In 1875 
he was in Montreal on business (incidentally he 
has a charming passage on the beauty of Mount 
Royal and how the sound of the Notre Dame 
bells rising up to him from the city began a 
train of thought expressed in Life and Habit), 
and one day he went into the Museum of 
Natural History: 


I came upon two plaster casts, one of the Antinous 
and the other of the Discobolus—not the good one, but 
in my poem, of course, I intend the good one—banished 
from public view to a room where all manner of skins, 
plants, snakes, ete., and, in the middle of these, an old 
man stuffing an owl.* 

‘‘Ah!’’ said I, ‘‘so you have some antiques here; 
why don’t you put them where people can see them?”’ 

‘¢Well, Sir,’’ answered the custodian, ‘‘ you see they 
are rather vulgar.’’ 

He then talked a good deal, and said his brother 
did all Mr. Spurgeon’s printing. The dialogue—per- 
haps true, perhaps imaginary, perhaps a little of the 
one and a little of the other—between the writer and 
this old man gave rise to the lines that follow (The 
Psalm of Montreal). 


Most regretfully, we have no space to repro- 
duce the Psalm, but one or two verses may be 
recalled. 


Stowed away in a Montreal lumber room 
The Discobolus standeth and turneth his face to the wall; 
Dusty, cobweb-covered, maimed and set at naught, 
Beauty crieth in an attic and no man regardeth; 

O God! O Montreal! 


And I turned to the man of skins and said unto him 
‘*O thou man of skins, 

Wherefore hast thou done thus to shame the beauty of 
the Discobolus?’’ 

But the Lord had hardened the heart of the man of skins, 

And he answered, ‘‘My brother is haberdasher to Mr. 
Spurgeon. ’’ 


O God! O Montreal! 


‘¢The Discobolus is put here because he is vulgar, 
He has neither vest nor pants with which to cover his 
limbs 
I, Sir, am a person of most respectable connections— 
My brother-in-law is haberdasher to Mr. Spurgeon.’’ 
O God! O Montreal! 


Then I said, ‘‘O brother-in-law to Mr. Spurgeon’s 
haberdasher, 
Who seasonest also the skins of Canadian owls, 


Thou callest trousers ‘pants’ whereas I call them 
‘trousers’, ‘ 
Therefore, thou art in hell-fire and may the Lord pity 
thee! ’? 
O God! O Montreal! 


Three people live in the shadow of Butler: 
Miss Savage, Mr. H. F. Jones, his friend and 
biographer, and Alfred Cathie, his clerk, valet, 


and everything else, including friend (he is still 


* His name was Passmore. In the Osler Library at 
McGill there is a copy of the Psalm made by Revere 
Osler, on the back of which Sir William wrote: ‘‘TI 
knew old Passmore well and the room with the Discobolus. 
Quaint old Cornishman.’’ 
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living). With Miss Savage, a fellow student at 
an art school, he carried on a correspondence 
which it is a sheer pleasure to read. But his 
treatment of her more than once shows a 
churlishness which makes one wonder how he 
could ever have kept any friends at all. In 
one of his notes he says of her: ‘‘There is no 
bore like a brilliant bore.’’ But at her death 
his irrepressible remorse made amends, It is 
perhaps best summed up in the one line: ‘‘ Death 
bound me to her when he set me free.’’ Henry 
Festing Jones, his closest friend, wrote a bio- 
graphy of Butler and has earned our eternal 
thanks: he was a Boswell entirely worthy of his 
subject. Of Alfred Cathie we cannot read too 


much, and fortunately he occupies a large part 
in the Infe. 


Alfred was almost from the very day he came to 
me, at once servant and friend. I began to feel almost 
immediately that I was like a basket that had been en- 
trusted to a dog. 


Alfred would write him little notes as re- 
minders to get his hair cut, or buy tickets for 
the play, ete. One day Butler found the fol- 
lowing in his waistcoat pocket: 


This is the last notice from Alfred to the effect 
that S. Butler, Esq’r. is to buy himself a new Hat on 
Wednesday morning the 8th November, 1893. Failing 


to do this there will be an awful scene on his return 
to Clifford’s Inn. ALFRED. 


One day Butler received an invitation to visit 
Dr. Mandell Creighton (later Bishop of 
London). He was a little doubtful whether to 
go or not. As usual, he consulted Alfred, who 
said, ‘‘Let me look at his letter, Sir.’’ I gave 
him the letter and he said, ‘‘I see, Sir, there is 
a crumb of tobacco in it. I think you may go.”’ 

One last extract may be made of a note made 
by Butler on ‘‘ Alfred at the Opera’’: 


‘*Oh it was lovely, Sir. And in one scene they 
brought on a horse richly capronized you know, sir.’’ 

I said, ‘‘ Alfred, spell that word’’, and made a 
beginning for him. 

‘*Oh yes,’’ he answered, ‘‘I know—comparisoned.’’ 

‘*Come, come, Alfred, you know better than that.’’ 

‘“Well, Sir, it will be six years before I want to 
use that word, and won’t it do if I study it then?’’ 

To which I not altogether unwillingly yielded, for 
Alfred’s education takes time, and, what is more, he is 
so very good as he is that it is better to leave him alone. 


The Notebooks from which this is taken show 
us the most characteristic moods of Butler, his 
originality, his hatred of sham, his irritability 
and perversity, his warmth of generosity, and 
his unforgettable irony; everything that goes to 
make up a personality very rarely found in any 
generation, and one to be given high veneration. 


Hissoctation Hotes 


THE ANNUAL MEETING, VICTORIA, B.C. 
JUNE 22nd to 26th 


Speakers for the General Sessions 


Dr. Tate Mason, Seattle, Wash.—Greetings 
from the American Medical Association. 

Dr. A. T. Bazin, Montreal.—‘‘Primary tu- 
mour of bone’’ (lantern demonstration). 


Dr. E. E. Cleaver, Toronto.—‘‘ Results in the 
medical treatment of gastric ulcer.’’ 


Dr. R. R. Graham, Toronto.—‘‘ Diverticulitis 
of the sigmoid colon.’’ 


Dr. F. S. Patch, Montreal.‘ Tumours of the 
upper urinary tract.’’ ; 


Dr. Duncan Graham, Toronto.—To be an- 
nounced. 


Dr. E. L. Pope, Edmonton.—‘‘Vaseular epi- 
sodes.”’ 


Dr. J. C. Meakins, Montreal.—‘‘ Trichiniasis 
in Canada.”’ 


Dr. Beverley C. Leech, Regina.—‘‘ The present 
trend in anesthesia.”’ 


Dr. D. E. H. Cleveland, Vaneouver.—‘‘ The 
medical treatment of ringworm of the sealp.’’ 


Dr. Gordon Fahrni, Toronto.—‘‘A practical 
consideration of the mineral and vitamin re- 
quirements of man.’’ 


Dr. John Gunn, Winnipeg.—‘‘A review of 
some aspécts of the surgery of the sympathetic 
nervous system.’’ 

Dr. Verne Hunt, Los Angeles, Calif.‘ Cura- 
bility of cancer of the stomach.’’ 


Sir Frederick Banting, Toronto.—‘‘ Silicosis 
research.”’ 


Dr. Charles Best, Toronto.—‘‘ Methods of ad- 
ministration of hormones, with special reference 
to protamine insulin.’’ 


Dr. J. B. Collip, Montreal.—‘‘ The significance 
of recent investigations on the ductless glands.’’ 


Dr. E. W. Archibald, Montreal.—Lister Ora- 
tion, 
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St. Joseph’s Hospital, Victoria B.C. 


The year 1936 marks the sixtieth anniversary 
of the founding of St. Joseph’s Hospital, the 
first hospital in British Columbia, and the 
thirty-sixth anniversary of the opening of St. 
Joseph’s School of Nursing. 

St. Joseph’s Hospital in its inception was the 
dream of Bishop Demers, but it was left to his 
successor, Archbishop Charles J. Seghers, to see 
this dream realized. The Sisters of Saint Ann 
who, since 1858, had been conducting a Board- 
ing and Day School in Victoria, frequently 
extended their works of merey to the sick. 


Recognizing the need for an organized hospital 
in Victoria, the Sisters acceded to the request 
of the Hon. Dr. John S. Helmecken, and pre- 
pared to undertake the work. 

In 1876 St. Joseph’s Hospital was opened, 
affording accommodation for thirty-five pa- 
tients. In 1888 and 1897 additions to the 
original Hospital were built. In 1900 the 
School of Nursing was opened; in 1908 the 
Humboldt wing was built; and, finally, in 1929, 
the Surgical and Obstetrical Unit completed the 
hospital as it stands today with a bed capacity 
of 260, and the last word in structure and 
equipment. St. Joseph’s Hospital was placed 
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in Class ‘‘A’’ by the American College of Sur- 
geons and Physicians in October, 1920. 

St. Joseph’s is a General Hospital, having 
Medical, Surgical, Obstetrical, Pediatric and 
Contagious Departments. The Annex for the 
treatment of tuberculous patients or suspects is 
set in a delightful old-world garden, and was 
one of the lovely homes of Victoria’s early 
families. The buildings are of grey brick and 
reinforced conerete. Victoria, a city of sun- 
shine, magnificent scenery and bracing sea-air, 
affords an ideal location for a hospital. St. 
Joseph’s has the pre-eminent advantage of be- 
ing within a few minutes’ walk of the trains, 
wharves, and business sections of the city, yet 
it is practically bordered by the beautiful 
Beacon Hill Park. 


The Royal Jubilee Hospital, Victoria, B.C. 


This hospital was built in 1887 as a perma- 
nent memorial of the Jubilee of Queen Victoria. 
In 1925 a new wing was added. The hospital is 
beautifully situated on twenty acres. It has 
390 beds, including a Pavilion of 40 beds for 
tuberculosis. The Staff and Intern Services are 
well organized . In this hospital the first train- 
ing school for nurses in British Columbia was 
opened in 1891. At present owing to the 
generosity of an anonymous donor a complete 
new therapeutic and diagnostic equipment is 
being installed in the Radiological Department. 


Proceedings of the Executive Committee 
October 31, 1935 


(Continued) 
REpPoRT OF THE STUDY COMMITTEE ON CANCER 


Dr. Primrose outlined the business transacted 
at a meeting of the Study Committee on Cancer 
held in Toronto on October 28, 1935. 

He stated that there were ten members of the 
Committee who reside in Toronto and ten repre- 
senting the different Provinces in Canada. The 
Provincial representatives comprised the Chair- 
man of each Provincial Committee on Cancer. 
In the Province of Alberta there are two such 
Provincial Committees and hence two repre- 
sentatives come from Alberta and one from each 
of the other Provinces. 

Various communications have been received 
from the different provinces containing certain 
recommendations. These were read to the Ex- 
ecutive Committee, 

A number of applications for funds have been 
received, but the Committee could not at the 
present time consider the expenditure of any 
money as they have as yet no knowledge regard- 
ing the funds that may be available from the 


King George V. Silver Jubilee Cancer Fund for 
Canada. 


The Committee is very strongly of the opinion 
that the money available should be devoted to 
education of the medical profession and the 
public and should not be used for research. It 
is considered that the limited amount available 
in the Jubilee Fund would be of very little 
assistance in the research field. 

Attention was called to the fact that the 
Jubilee Fund failed to reach the proportions 
that were confidently expected. An analysis of 
the contributions received would indicate that 
while there were many individual subscriptions 
(320,154), the average subscription per indi- 
vidual was only 74\%4c. It is obvious that very 
few subscriptions were received from wealthy 
people. The inference is that possibly further 
sources of revenue may yet be found. 

Certain recommendations of the Committee 
were adopted by the Executive as follows :— 
(Re: King George V. Silver Jubilee Cancer 
Fund for Canada.) 


‘*That an intensive educational program, both medi- 
eal and lay, should be considered as a first obligation 
of the Jubilee Fund. 


‘‘That such an educational program, to be of 
material value and to cover Canada as a whole, would 
require the expenditure of money considerably in excess 
of the annual increment, which would be earned from 
investment of the capital sum. 


‘“‘That in the opinion of the Committee, the ex- 
penditure annually of a lesser sum than $40,000 or 
$50,000 would not attain the objective which could rea- 
sonably be expected from a properly worked out and 
conducted program. 

‘‘The Committee would respectfully submit that, 
in its opinion, the Canadian Medical Association is 
qualified and prepared to administer and conduct an 
educational program, utilizing such portion of the funds 
as may be entrusted to it by the Board of Trustees.’’ 


Dr. McEAcHErRN.—I think it would be well 
to review our situation, If we go back to the 
meeting of April, 1935, a resolution was passed 
in which we reiterated our endorsement of the 
report of the Study Committee on Cancer to 
the previous Executive Committee. My recollec- 
tion was that, along with the educational ac- 
tivities that have been discussed here to-night, 
it was proposed to create a lay organization 
which would act in conjunction with the medical 
profession as a vehicle through which the lay 
public could have education carried to them and 
a body which could raise the sinews of war. I 
do feel that, had we gone on and put that into 
effect, when the Governor-General announced 
the establishment of this King George V. Silver 
Jubilee Cancer Fund for Canada we would have 
had a lay organization extending from the 
Atlantie to the Pacific which would be of very 
great value in collecting a fund which would 
probably have been at least double what it is 
today. Of course, that opportunity is passed, but 
there still remains to us the opportunity of try- 
ing to set up that lay organization which can 
be used to inerease the Jubilee Cancer Fund. 
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We may get from that a small sum of money 
which will enable us to do a little work and we 
could then eall to the attention of the Trustees 
of this Jubilee Fund the fact that we could do 
more if we had the funds. 


Dr. YounG.—In looking over the past, we will 
all realize that the establishment of this scheme 
for raising the King George V. Silver Jubilee 
Cancer Fund for Canada was so new that it 
rather scrapped the existing plans of our Study 
Committee on Cancer, and yet that probably is 
a temporary affair. I think the organization we 
suggested will yet come into existence and at 
the same time there should be that opportunity 
for the Canadian Medical Association to take 
part in the formation of such a lay organization 
as Dr. McEachern suggests. In fact it is the 
only way the fund could be implemented from 
time to time. 

Dr. PrimrosE.—The first thing was that the 
Executive Committee approved of the formation 
of an organization somewhat similar to the 
British Empire Cancer Campaign. Then we 
decided to use the Canadian Medical Association 
so far as its different departments would go. 
Then the cancer campaign came on, and we went 
no further with our plan. Now we have brought 
in this report in view of the funds that are now 
available. 

Dr. Meakins.—Does that infer that the Cana- 
dian Medical Association think themselves equip- 
ped to carry out a program of education of the 
medical profession? Will there be other organi- 
zations engaged in the educational campaign, 
one for the laity and the Canadian Medical 
Association for the medical profession? I would 
like to reaffirm my faith in our original scheme 
in which the Canadian Medical Association took 
a very important part. The matter was held 
up because we had not funds. Now we have an 
opportunity to secure funds and we suggest 
spending the money without any reference to 
the establishment of an organization such as we 
then had in mind. 


Dr. McEAcHERN.—In the report of the Cana- 
dian Medical Association Committee on Cancer 
as submitted at the Atlantic City meeting, this 
clause appears: ‘‘Moved by Dr. Meakins, sec- 
onded by Dr. Fitzgerald, that the resolution 
passed by the Executive Committee on October 
30th, be still considered the confession of faith 
of the Canadian Medical Association. ’’ 

THE GENERAL SECRETARY.—Supposing Dr. 
Primrose goes to the Board of Trustees and ex- 
plains the views of this long discussion and the 
Trustees say that, in their judgment, they do 
not consider it wise to distribute the capital at 
this time but will give $10,000 a year to the 
Canadian Medical Association for their program, 
we would then be at liberty to develop the pro- 
gram we formerly had in mind. In going to 


the Trustees, Dr. Primrose is not placing himself 
in an untenable position, but merely stating 
what this Association is qualified to do. 

Dr. Patch here reads the following from the 
report of the Atlantic City meeting: 


‘“‘Tt was the feeling of those present that any 
recommendations which should be made to the Board 
of Trustees with regard to the cooperation of the 
Canadian Medical Association in the fight against cancer, 
should be left to the discretion of Dr. Primrose who is 
fully aware of our ability to perform such services as 
may be entrusted to us.’’ 


REPoRT OF THE DEPARTMENT OF HOSPITAL 
SERVICE 


Owing to the lateness of the hour, Dr. Agnew 
curtailed his report very considerably. 

1, Group Hospitalization Report—Dr. Agnew 
stated that the report of the Committee on Group 
Hospitalization which has been printed and 
distributed quite extensively has met with con- 
siderable approval, and the American Hospital 
Association has endorsed it and expressed a 
desire to have reprints made to send to every 
hospital in the United States. 

2. Re Basis of Approval for Internship.—Dr. 
Agnew stated that the basis of approval for 
internship does not contain any clause which 
would define the preliminary education of in- 
terns accepted by approved hospitals. The 
tendency of our graduates to go south has been 
replaced by a tendency in the other direction. 
We are receiving an increasing number of ap- 
plications from American graduates for Cana- 
dian internships. It has been pointed out to me 
by Dr. Wm. D. Cutter, of the American Medical 
Association, that there are a few interns in 
United States hospitals at the present time who 
are not graduates of approved medical schools. 
The Committee on Approval of the American 
Medical Association has expressed agreement 
with the suggestion that we revise our basis of 
approval so that hospitals on the approved list 
would be asked to limit their list of interns to 
graduates and undergraduates of schools that 
are approved by the basis used on this Continent. 

It was moved by Dr. Meakins, seconded by 
Dr. Bazin, and carried. 


That the Department of Hospital Service be em- 
powered to act in this matter as suggested, and that 
they also write to all approved hospitals on our list, 
notifying them of the necessary qualification for interns. 


3. Meeting of Hospital Council—Dr. Agnew 
then reported briefly on the meeting of the 
Canadian Hospital Council held in Ottawa on 
October 8, 9, and 10. The different hospital 
associations in Canada are now contributing 
something towards the upkeep of the Canadian 
Hospital Council and the salary of one girl is 
being charged to the income from this source. 
The account for printing in connection with the 
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meeting of the Hospital Council two years ago 
was $1,200. Dr. Agnew stated that he felt that 
this year one-half of the account could be borne 
by the Hospital Council. Dr. Agnew asked for 
authority to charge a portion of the expense for 
printing to the Department of Hospital Service 
this year, such portion not to exceed $600. As 
the Council meetings are held only every two 
years, this amount might be spread over this 
year and next. This was agreed to. 


COMMITTEE ON ORATIONS 


It was decided to invite Dr. E. W, Archibald, 
of Montreal, to give the Lister Oration at Vic- 
toria, B.C., next June. 

Other routine business was transacted and the 
Committee adjourned at 12.45 a.m. 





CONSTITUTION AND BY-LAWS 


APPLICABLE TO DIVISIONS 


CONSTITUTION 


ARTICLE ].—TITLE 


This Association shall be known as The Canadian 
Medical Association, and, when the French language is 


used, it shall be known as “‘L’ Association Médicale Cana- 
dienne’’. 


ArticLE II.—Ossects 


_ 1. The promotion of health and the prevention of 
disease. 


2. The improvement of medical services however 
rendered. 


3. The maintenance of the integrity and honour of 
the medical profession. 


4. The performance of such other lawful things as 
are incidental or conducive to the welfare of the public 
and of the medical and allied professions. 


ArticLeE IIJ.—Eruics 


The Code of Ethics of The Association shall be such 
as may be adopted by The Association from time to time. 
A copy shall be supplied to all members of The Association. 


ARTICLE IV.—MEMBERSHIP 


The Association shall be composed of ordinary metm- 
bers, members-at-large, senior, non-resident and honorary 
members, elected by the method set forth in the By-Laws. 


ARTICLE V.—BRANCH ASSOCIATIONS 


Each provincial medical association is recognized as a 
Branch Association, and shall be represented on the 
General Council and on the Executive Committee of The 
Canadian Medical Association. 


Any Branch, if it so desires, may merge its identity 
in that of The Canadian Medical Association and become 
a Division. It shall then be known as The Canadian 
Medical Association, (name of Province) 
Division. All of its members shall be members of The 
Canadian Medical Association and shall be entitled to all 
the rights and privileges of membership. 


ARTICLE VI.—AFFILIATED SOCIETIES 


_ Any nationally or internationally organized medical, 
scientific or sociological body may, subject to the approval 
of the General Council, become affiliated with The Cana- 


dian Medical Association. Affiliation shall be understood 
to imply the establishment of a friendly relationship with 
the affiliated organization. There shall be no obligation 
on the part of either party to the affiliation to sponsor 
policies or movements on the part of the other. 


ArtTIcLE VII.—MEETINGS 


The meetings of The Association shall be held in 
whole or in part on such occasions as may be provided for 
in the By-Laws. 


ArtTIcLE VIII.—OFFicers 
(a) The Patron. 


(b) The elective officers of The Association shall be a 
President, a President-Elect, a Chairman of the General 
Council, and an Honorary-Treasurer. 


(c) The appointive officers of The Association shall be 
a General Secretary and such other officers as may be 
appointed by the Executive Committee. 


ARTICLE [X.—THE GENERAL CoUNCIL 


In so far as it relates to Divisions, the General Counci 
shall consist of :— 


(a) The officers of The Association. 


(b) The President and Secretary or Joint Secretaries 

of Divisions. 

(c) Delegates elected by Divisions. 

Each Division shall be entitled to elect 5 delegates to 
serve on the General Council for its membership in The 
Canadian Medical Association of 50 or less; 1 additional 
delegate for its membership from 51 to 100; another 
delegate for its membership from 101 to 300; and, there- 
after, one delegate for every 300 members above 300. 


(d) Chairmen and Secretaries of Committees of The 
Association. 


(e) Chairmen and Secretaries of Sections of The 
Association. 


(f) Past-Presidents of The Association. 


(g) Two representatives of the Department of 
Pensions and National Health. 


ARTICLE X.—CoMMITTEES 


The Committees shall be (a) Standing; (b) Special. 


(a) The Executive Committee shall be elected by the 
General Council; the other Standing Committees shall be 
appointed by the Executive Committee. 

The Standing Committees are as follows:— 

1. The Executive Committee 

2. The Committee on Legislation 

3. The Committee on Medical Education 

4. The Post-Graduate Committee 

5. The Central Committee on Program. 

6. The Committee on Constitution and By-Laws 
7. The Committee on Archives 

8. The Committee on Public Health 

9. The Committee on Ethics and Credentials 

10. The Committee on Economics 

11. The Committee on Pharmacy 

12. The Committee on Hospital Service 

13. The Cancer Committee. 


(b) Special Committees may be appointed by— 
(i) the President 
(ti) the General Council 
(iii) the Executive Committee 
(iv) the Chairman of the General Council. 


ARTICLE XI.—FuNDS 


Funds for the purpose of The Association shall be 
raised in such manner as may be determined by the 
General Council. 

ArtTicLE XII.—THE AssociaATION YEAR 

The Association year shall be the calendar year. 
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ARTICLE XIIJ.—AMENDMENTS 


1. Notice of Motion by individual members or others 
to amend the Constitution must be placed in the hands 
of the General Secretary six months before the date of 
the annual meeting. 


2. Amendments may be proposed by the General 
Council, the Executive Committee or the Committee on 
Constitution and By-Laws, without notice of motion, but 
the proposed amendments shall be published in the 
Journal in two issues preceding the annual meeting. 


3. The Constitution shall be amended by a two-thirds 
vote of the members of the General Council in session 
present and voting. 


ARTICLE XIV. 


No provision of the Constitution or By-Laws herein 

set forth shall interfere with the status of a Division as a 

a organization. As a provincial body, it shall 
ave complete control of its own affairs. 


BY-LAWS 
CHAPTER I.—MEMBERSHIP 
Section 1—Ordinary Members 


Every member in good standing in a Division shall 
be an ordinary member of The Canadian Medical Asso- 
ciation. 


Section 2—Members-at-Large 


Any graduate in medicine residing in any province of 
Canada, who is not a member of a Division, shall be 
accepted as a member of The Canadian Medical Asso- 
ciation on written approval presented to the General 
Secretary from the Executive body of the Division in the 
province in which he (she) resides. He (she) shall be 
liable for the annual fee. Such members shall be desig- 
nated Members-at-Large. 


Section 3—Senior Members 


Any member of The Association in good standing who 
has attained the age of seventy years is eligible to be 
nominated for senior membership by any ordinary member 
of The Association, but may be elected only by the un- 
animous approval of the members of the General Council 
in session present and voting. Not more than ten such 
senior members may be elected in any one year. Senior 
members shall enjoy all the rights and privileges of The 
en but shall not be required to pay any annual 

ee. 


Section 4—Non-Resident Members 


Non-resident members may be elected by the 
Executive Committee from regularly qualified practitioners 
residing outside of Canada. They shall be required to 
pay not more than seventy-five per cent of the annual fee. 


Section 5—Honorary Members 


Honorary members may be nominated by any 
member of The Association and shall be elected only by 
unanimous vote of the General Council in session present 
and voting. Not more than five honorary members may 
be elected in any one year and at no time shall the list 
of living honorary members exceed twenty-five. Honorary 
members shall enjoy all the rights and privileges of The 
Association, but shall not be required to pay an annual fee. 


Section 6—Discipline of Members 


Any member failing to conform to the Constitution 
and By-Laws and Code of Ethics shall be liable to censure, 
suspension or expulsion. 


(a) Any member whose annual fee is directly payable 
to The Canadian Medical Association and whose annual 
fee has not been paid on or before the 31st of March of 
the current year, may, without prejudice to his (her) 
liability to The Association, be suspended from all privi- 
leges of membership. 
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(b) Any member who has been found guilty of un- 
professional conduct may, upon representation of the 
facts to the General Council, be censured, suspended or 
expelled from The Canadian Medical Association. 


Section 7—Restoration to Membership 


A member, suspended or expelled, shall not be 
restored to membership until all arrears of fees (if directly 
payable to The Canadian Medical Association) have 
been paid, or until such requirements as may be determined 


by the General Council or the Executive Committee have 
been met. 


Section 8—Resignation from Membership 


Membership in The Association shall automatically 
cease only on suspension, expulsion or death. Resignation 
may be effected by giving notice in writing to the Secretary 
of the Division not less than one month before the be- 
ginning of the calendar year; or in the case of a member- 
at-large, by giving notice directly to the General Secretary 
of The Canadian Medical Association one month before 
the next annual fee is due. 


Section J—Registration at Meetings 


No member shall take part in the proceedings of 
The Association or in the proceedings of any of the sections 
thereof until he (she) has properly registered. 


Cuapter II.—GuEsts AND VISITORS 
Section 1—Visitors from outside of Canada 


Medical practitioners and other men of science 
residing outside of Canada may attend the Annual Meeting 
as guests of the President or of the General Council, or as 
visitors when vouched for by the General Secretary. 
They shall register with the General Secretary without 
payment of fee and may, after proper introduction, be 
allowed to participate in discussions. 


Section 2—Medical Students attending Meetings. 


Any hospital intern or medical student, when properly 
vouched for, may be admitted as a visitor to the scientific 
meetings, but shall not be allowed to take part in any of 
the proceedings unless specially invited by the Committee 
on Program to present a communication. 


Section 3—Delegates from Affiliated Societies at Scientific 
Meetings 
Two delegates from each affiliated society, one of 


whom shall be a member of this Association, may attend 
the scientific meetings. 


Section 4—Delegates from Affiliated Societies at Meetings of 
General Council 

Two delegates from each affiliated society, provided 

one delegate is a member of this Association, may be 

invited by the Executive Committee to attend meetings 

of the General Council. They may, at the request of the 


Chairman, take part in the deliberations but shall have 
no voting power. 


CuapTer III.—ANNvuAL MEETINGS 
Section 1—Time and Place of Meetings 


The time and — of meetings shall be decided by 
the General Counci!, and shall be announced as early as 
possible. 


Section 2—Arrangements for Annual Meetings 


When The Canadian Medical Association meets in 
any province where there is a Division, the meeting shall 
be held in conjunction with that of the Division. The 
local arrangements shall be under the direction of the 
Executive Committee of The Canadian Medical Asso- 
ciation, which may enlist the assistance of the Division. 
The Canadian Medical Association assumes full control 
of the proceedings of the meeting and of all financial 
obligations, save entertainment. 


Section 3—T ype of Program 


_The program of the meeting may consist of business 
sessions, general, and sectional scientific sessions. 











April 1936] 


Section 4—Presiding Officer 

The President or some person designated by him shall 
preside at all general meetings. 
Section 5—Rules of Order 


The Rules of Order which govern the proceedings of 
the House of Commons of Canada shall be the guide for 
conducting all meetings of The Association. 


Cuapter IV.—MEETINGS OF SECTIONS 
Section 1—Sectional Scientific Sessions 


_ The Executive Committee shall determine what 
scientific sections shall hold sessions at any annual meeting. 


Section 2—A ppointment of Sectional Officers 


‘The Chairman and Secretary for each scientific 
section shall be appointed by the Executive Committee. 


Section 8—Presiding Officers at Meetings of Sections 


The Chairman of the Section, or some one designated 
by him, shall preside at all meetings of the Section. 


Section 4—Duties of Secretaries of Sections 


The Secretary of the Section shall keep a correct 
record of the transactions and shall transmit it to the 
General Secretary for insertion in a Minute Book provided 
for the purpose. 


CuaptTerR V.—OFFICERS AND EXECUTIVE COMMITTEE 


Section 1—A ppointment of Nominating Committee 


The General Council, at the first session of the 
annual meeting, shall elect by ballot from among its 
members present a Nominating Committee of fifteen 
members, not including the President, who shall be 
ex-officio Chairman of the Committee. 


Candidates for election to the Nominating Com- 
mittee shall be named from the floor, and the list shall 
include the names of one or more members of each Branch 
or Division, if represented at this session; but a Division, 
through an accredited representative present, may officially 
place in nomination the name of one candidate. 


The candidate in each province holding the highest 
vote of the candidates from that province shall be declared 
elected. The remaining members shall be declared 
elected by majority vote. 

The election shall be decided on a single ballot. The 
Chairman of the General Council shall, if necessary, give 
the casting vote or votes. 


Section 2—Duties of Nominating Committee 


The Nominating Committee shall meet on the day 
of its election and submit to a later session of the General 
Council :— 

1. Nominations of the following officers of The Asso- 
ciation: a President-Elect, a Chairman of the General 
Council, and an Honorary-Treasurer. 


2. Nomination of an Executive Committee which, in 
addition to those who are members ex-officio (See Chapter 
VII., Section 4), shall consist of thirteen members geo- 
graphically distributed as follows:—Three shall be resident 
in each of the two provinces in which the offices of The 
Association are located and one in each of the other 
provinces. 

At its session, the Nominating Committee may 
receive in writing a Division’s official nomination of a 
candidate or candidates for the representation on the 
Executive Committee to which the Division is entitled. 
In the event of this official nomination(s) being rejected, 
in whole or in part, by the Nominating Committee, the 
reasons for such action shall be incorporated in its 
report to General Council. 


3. Rules of Procedure.—The Committee shall be called 
to order by the President as Chairman ez-officio of the 
Committee. In the absence of the President, the General 
Secretary shall convene the Committee and request the 
Committee to select, by open vote, the Chairman. The 
Committee shall then proceed to carry out its duties by 
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open vote. In case of a tie vote, the Chairman shall have 
the casting vote in addition to the vote to which he is 
entitled as a member of the Committee. When called for, 
the report of the Committee shall be presented to the 
General Council by the General Secretary. 


Section 3—Election of Officers and Executive Committee and 
Place of Meeting. 

When the report of the Nominating Committee has 
been received by the General Council in session other 
nominations may also be received from the floor. A ballot 
shall then be taken for each of the offices in turn and also 
for elective members of the Executive Committee, by 
provinces, in accordance with the By-Law for the guidance 
of the Nominating Committee, Chapter V., Section 2, 
paragraph 2. 


CuapTterR VI.—DutiEs or OFFICERS 
Section 1—Duties of the President 


The President shall preside at the general sessions of 
The Association and shall perform such duties as custom 
and parliamentary usage require. He shall deliver a 
presidential address. He shall be a member ez-officio of 
all committees of The Association. He shall be reimbursed 
for his legitimate travelling expenses while engaged in 
the business of The Association. 


Section 2—Duties of the President-Elect 


The President-Elect shall be installed and shall 
assume the office of President at the first. general session 
of the annual meeting next following his election to the 
office of President-Elect. He shall be a member ex-officio 
of all committees of The Association. He shall be re- 
imbursed for his legitimate travelling expenses while 
engaged in the business of The Association. 


Section 3—Duties of the Chairman of the General Council 


The Chairman of the General Council shall preside 
at all meetings of the General Council. He shall be re- 
imbursed for his legitimate travelling expenses while 
engaged in the business of The Association. He shall be 
a member ex-officio of all Committees and Chairman*of 
the Executive Committee. 


Section 4—Duties of the Honorary-Treasurer 


The Honorary-Treasurer shall be the custodian of all 
moneys, securities, and deeds which are the property of 
The Association. 


He shall pay by cheque only. Such cheques shall be 
countersigned by the Chairman of the General Council 
or other authorized officer of The Association, and shall be 
covered by voucher. 


He shall prepare an annual financial statement audited 
by a chartered accountant. 


He shall furnish a suitable bond for the faithful dis- 


charge of his duties. The cost of the bond shall be borne 
by The Association. 


He may receive for his services an honorarium to be 
determined by the General Council. He shall be re- 
imbursed for his legitimate travelling expenses while 
engaged in the business of The Association. 


He shall be a member ex-officio of the Executive Com- 
mittee. 


Section 5—Duties of the General Secretary 


The General Secretary shall be the Secretary also of 
the General Council and of the Executive Committee of 
The Association. He shall also be a member ex-officio of 
all Committees of The Association. He shall give due 
notice of the time and place of all annual and special 
general meetings, by publishing the same in the official 
Journa! of The Association, or, if necessary by notice to 
each member. He shall keep the minutes of each meeting 
of the General Council and the Executive Committee in 
separate books, and shall provide minute books for the 
secretaries of the different sections, which he shall require 
to be poogeey attested by the secretaries thereof. He 
shall notify the officers and members of committees of 
their appointment and of their duties in connection 
therewith. He shall publish the official program of 


Te a eee 


Ax ROR ET Cntr avin LTE TEA 


ro 
‘i 
‘ 
j 
t 





452 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





{[ April 1936 








each annual meeting. He shall perform-such other duties 
as may be required of him by the President, the General 
Council or the Executive Committee. All his legitimate 
travelling expenses shall be paid for him out of the funds 
of The Association, and he shall receive for his services a 
salary to be determined by the Executive Committee. 


CuHapTeR VII.—THE GENERAL CoUNCIL 


Section 1—Meetings of the General Council 


The General Council shall meet for at least the first 
two days of the annual meeting of The Association and 
thereafter while The Association is in session, at the call 
of the Chairman. Before the close of the annual meeting 
it shall elect the officers and the Executive Committee 
and select the place for the next annual meeting, or, if 
advisable, for meetings up to three years in advance. 


Section 2—Special Meetings of General Council 


During the interval between annual meetings the 
General Council shall meet at the call of the Executive 
Committee. For all such meetings of the General Council, 
due notice shall be sent to each member, stating the pur- 
pose of the meeting. The Executive Committee, if it so 
decides, instead of calling such meetings of the General 
Council, may refer important questions to the General 
Council and obtain its decision by means of a mail ballot. 
In the event of a mail ballot being taken, a two-thirds 
majority vote shall govern. 


Section 3—Duties of the General Council 


The General Council shall have supervision of all 
properties and of all financial affairs of The Association. 
Tt shall, through its officers, conduct all business and 
correspondence, and shall keep a record of all meetings 
and the receipt and expenditure of all funds, and shall 
report upon same in the Journal after the annual meeting. 


Section 4—The Executive Committee may Act for the 
General Council 


In order that the business of The Association may be 
facilitated during the interval between annual meetings, 
the Executive Committee shall meet from time to time 
at the call of its Chairman and shall have all the rights 
and powers of the General Council. It shall conduct all 
necessary business. In case of a vacancy in any office on 
account of death or otherwise it shall have power to 
appoint successors. 

The President, the President-Elect, the Chairman 
of the General Council, the Honorary-Treasurer, the 
General Secretary, the Editor, and the Managing Editor 
shall be members ex-officio of the Executive Committee. 


Cuapter VIII.—CommMITTEES 


Section 1—Duties and Powers of the Executive Committee 


The Executive Committee shall hold one or more 
sessions before the close of the annual meeting at which 
it is elected. At this meeting it shall ap;oint chairmen 
of the standing committees for the ensuing year. ‘Be- 
tween the meetings of the General Council, the Executive 
Committee shall represent the General Council in all its 
business affairs and shall exercise all the rights and powers 
of the General Council. The Executive Committee shall 
report to the General Council at the annual meeting and 
at such other times as the Chairman of the General Council 
may request. 


The Executive Committee may meet when and 
where it may determine. On the request in writing of 
any three members of the Executive Committee the 
Chairman shall call a special meeting. Five members, 
exclusive of the Chairman, shall constitute a quorum for 
the transaction of business. 


The Executive Committee shall be responsible for 
the appointment of the General Secretary, the Editor, 
the Managing Editor, the Associate Secretaries, and any 
other appointive officers, and shall fix their salaries. 

The Executive Committee shall have charge of the 
publication of the official Journal of The Association and 
of all published proceedings, transactions, memoirs, essays, 
papers and programs of The Association. 


The Editor and Managing Editor shall present annual 
reports to the General Council and interim reports at 
each meeting of the Executive Committee. The Editor 
shall be reimbursed for his legitimate travelling expenses 
incurred on Association business. 

The Executive Committee may appoint Editorial 
Boards to assist the Editors. 

The Executive Committee shall appoint the auditor 
and shall have the accounts of the Honorary-Treasurer 
audited annually, or more often if desirable, and shall 
make an annual report on the same to the General Council. 

Each member of the Executive Committee shall be 
reimbursed for his legitimate travelling expenses incurred 
in attending meetings of the Executive Committee other 
than the first meeting or meetings of the new Executive 
Committee, which may be held before the close of the 
annual meeting. 


Section 2—Committee on Legislation 


All matters relating to medical legislation, Federal 
or Provincial, and all matters requiring legislative action 
(made or contemplated) arising within The Association, 
or any of its branches, or any of its committees, shall be 
referred to the Committee on Legislation for information 
and for any necessary action. 


Section 3—Committee on Medical Education 


To the Committee on Medical Education shall be 
referred all matters pertaining to medical colleges and 
medical education. It shall report upon the condition 
of medical education throughout Canada and upon any 
proposed change and may suggest methods for the im- 
provement of medical education. 


Section 4—Post-Graduate Committee ss 


To the Post-Graduate Committee shall be delegated 
by the Executive Committee, the responsibility of carrying 
out the post-graduate plans of The Association. 


Section 5—Committee on Program 


This Committee, with the assistance of the Chairman 
and Secretary of each scientific section, shall have complete 
charge of the preparation of the program for the annual 
meeting. 


Section 6-—Committee on Constitution and By-Laws 


To the Committee on Constitution and By-Laws 
shall be referred all matters relating to the subject before 
action thereon is taken by the General Council. 


Section 7—Commiitee on Archives 


The Committee on Archives sha!l be responsible for 
collecting as far as possible, (a) the obituaries of members 
dying since the last annual meeting; (b) all documents 
and information relating to the various members and 
activities of The Canadian Medical Association which are 
deemed worthy of preservation. The Editor of the 
Journal shall be a member ex-officio of this Committee. 


Section 8—Committee on Public Health 


(a) It shall be the duty of this Committee to place 
itself in communication with the official and voluntary 
health organizations of the Dominion. 

(b) It shall be the duty of this Committee to keep 
the public informed through the various means available, 
on matters pertaining to health. 


Section 9—Committee on Ethics and Credentials 


To this Committee all matters of ethics and special 
questions of credentials shall be referred for consideration 
and report to the General Council or the Executive Com- 
mittee. 


Section 10—Committee on Economics 


It shall be the duty of the Committee on Economics 
(excepting where otherwise provided) to deal with (a) social 
legislation which includes medical services or benefits 
presumably for medical services; (b) remuneration and 
employment of physicians by lay bodies, hospital or 
official bodies, indbeding Federal, Provincial and Municipal 
Governments. 
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Section 11—Committee on Pharmacy 


It shall be the duty of the Committee on Pharmac 
to deal with (a) all matters arising out of the British 
Pharmacopeeia or any Canadian Formulary or Pharma- 
copeeia; (b) all matters arising out of the drug section of 
the Food and Drugs Act, the Narcotic Act, or the Patent 
and Proprietary Medicine Act, and (c) any inquiries from 
— of The Association relating to the use or standards 
of drugs. 


Section 12—Hospital Service Committee 


This Committee shall act in an advisory capacity to 
the Hospital Service Department of The Association. 


Section 18—Committee on Cancer 


To this Committee shall be referred all matters 
relating to the study and control of cancer. 


Section 14—Special Committees 


Each Special Committee shall assume, by direction, 
such duties as are allotted to it, and shall make progress 
reports to the Executive Committee at each of the meet- 
ings of that body or at any other time that such reports 
may be required by the President, the Chairman of the 
General Council, or the Executive Committee. 


Section 15—Reports of Committees 


Reports of all Committees shall be printed and mailed 
to all members of the General Council at least one week 
before the annual meeting. 


Section 16—Limitations of Committees re Finances 


No Committee shall expend any moneys or incur any 
indebtedness or obligation on behalf of The Association 
without the sanction of the Executive Committee. 


CHAPTER IX.—ADDRESSES AND PAPERS 


Section 1—Addresses at Annual Meeting 


All addresses delivered at an annual meeting shali 
immediately become the property of The Association, to 
be published or not, in whole or in part, as deemed advis- 
able, in the Journal of The Association. Any other 
arrangements for their publication must have the consent 
of the author or of the reader of the same and of the 
Editor of the Journal. 


Section 2—Publication of Papers Presented at Annual 
Meeting 

All papers, essays, photographs, diagrams, etc., 
_ presented in any section, shall become the property of 
The Association, to be published in the Journal of The 
Association or not, as determined by the Editor, and they 
shall not be otherwise published except with the consent 
of the author and of the Editor of the Journal. 


Section 3—Disposition of Papers Presented at Annual 
Meeting 

Each author of a paper read before any section shal], 
as soon as it has been read, hand it with any accompanying 
diagrams, photographs, etc., to the Secretary of the 
Section before which it has been presented. The Secretary 
shall endorse thereon the fact that it has been read in 
that Section, and shall then transmit it to the Editor of 
the Journal. 


CHAPTER X.—PROVISIONS FOR DISCIPLINE 


Section 1—If any member of The Association, after 
due enquiry by the General Council or one of its Standing 
or Special Committees shall be judged by the General 
Council to have been guilty of disgraceful conduct in any 
professional respect, he (she) shall be liable to censure, or 
suspension, or expulsion from membership in The Asso- 
ciation by resolution of the Executive Committee, con- 
firmed by a three-fourths vote at the next ensuing annual 
meeting of General Council. 


Section 2—Should any member of The Association 
be convicted of any criminal offence, or have his (her) 
name removed from the register of the Medical Council 
of Canada, or of the licensing body of any Province of 
Canada, because of felonious or criminal act or disgraceful 


eonduct in any professional respect, the Executive Com- 
mittee may, by resolution, confirmed at the next ensuing 
annual meeting of the General Council, by a three-fourths 
vote of those [ame censure, or suspend, or expel such 
member from Membership in The Association. 


Section $8—Any member suspended or expelled by 
resolution, as aforesaid, shall thereby forfeit all his (her) 
rights and privileges as a member of this Association. 


Section 4—Any member suspended or expelled by 
resolution as aforesaid, shall, subject to conditions imposed 
by the Executive Committee, be restored to membership 
upon resolution of the Executive Committee, confirmed 
at the next ensuing annual meeting of General Council. 


Section 5—By subscribing to the application for 
membership under the terms of the By-Laws and Code of 
Ethics and becoming a member of The Association, every 
member attorns to these By-Laws and agrees to such right 
of a as aforesaid and thereby specifically waives 
any right or claim to damages in the event of his (her) 
being so disciplined. 


CHAPTER XI.—AMENDMENTS 


1. Notice of Motion, by individual members or 
others, to amend the By-Laws, must be placed in the 
hands of the General Secretary three months before the 
date of the annual meeting. 


2. Amendments may be proposed by the General 
Council, the Executive Committee or the Committee on 
Constitution and By-Laws without notice of motion, but 
the proposed amendments shall be published in the Journal 
in two issues preceding the annual meeting. 


3. The By-Laws shall be amended by a two-thirds 
vote of the members of the General Council in session 
present and voting. 


_Note.—Throughout these By-Laws masculine and 
feminine designations are interchangeable. 


The Sub-Executive Committee was authorized 
to take up with the Provinces all negotiations 
in connection with Federation, and any matters 
which the Sub-Executive Commitee thinks re- 
quire attention of the whole Executive Com- 
mittee are to be referred to the Executive 
Committee for mail ballot. 


CHRYSOTHERAPY OF CHRONIC POLYARTHRITIS.—In 
treatment by gold compounds A. Mester prefers intra- 
muscular injections of allochrysine, the double thiopro- 
panol sulphonate of gold and sodium. Trying it in 
twenty-nine cases of chronic polyarthritis he found it 
effective only in the five cases in which there was 
evidence of a tuberculous etiology of the morbid joint 
conditions; these patients had suspicious or certain 
clinical and certain radiological signs of tuberculosis of 
the lungs or bronchial glands. The other patients failed 
completely to react. Two were hypersensitive, so that 
gold treatment had to be stopped. Control tests of the 


. blood as well as of the urine were found valuable. An 


absolute as well as a relative eosinophilia was taken as 
a warning of sensitization, the object of treatment being 
to bring about the reverse. The only other untoward 
incidents noted were bleeding from previously quiescent 
piles and ulceration at the nasal muco-cutaneous margin. 
—Acta Med. Scand., 1935, v-vi, 469. Abs. in Brit. M. J. 
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HOSPITAL STATISTICS FOR CANADA 


Only within the past few years have accurate 
nation-wide hospital statistics for Canada been 
available. This has been since the Dominion 
Bureau of Statistics directed its great organ- 
ization to the collection and analysis of data 
from the entire hospital field. The Second 
Annual Report recently issued is for the year 
1933 and covers all hospitals but mental hos- 
pitals (separately reviewed) and one other 
which did not report. 

Canada could boast in 1933 of 876 hospitals, 
of which 606, or 69.2 per cent, were public 
hospitals; 238, or 27.2 per cent, were private; 
and 32, or 3.6 per cent, were Dominion hospitals. 
The first group included 34 tuberculosis sana- 
toria with 7,280 beds, 36 Red Cross hospitals 
and 23 homes for incurables with 2,940 beds. 
The total bed capacity was 58,822, of which 
53,544 are in public hospitals, 2,740 in private 
hospitals, and 2,538 in Dominion hospitals. 
There was an increase of 4,686 beds in public 
hospitals over the previous year. The number 
of hospitals with x-ray departments totalled 486; 
229 had clinical laboratories; and 230 had 
physiotherapy departments. There were 119 
out-patient departments. 

Two hundred and twenty had approved 
schools of nursing, with a total of 8,044 nurses 
in training. Of these approved schools, 184 
were in general public hospitals, 11 in women’s 
(only) hospitals, 5 in pediatric, 1 in orthopedic, 
8 in tuberculosis, 5 in isolation, and 5 in private 
hospitals. Of the 5,643 graduate nurses em- 
ployed (not specials), 5,097 were on the staffs 
of public hospitals, 362 in private hospitals, and 
184 in Dominion hospitals. The total personnel 
of all hospitals was 34,802. Of these 709 were 
salaried physicians, of whom public hospitals 
employed 531 (including 117 in tuberculosis 
sanatoria), private hospitals 53, and Dominion 
hospitals 125. We infer that quite a few of 
these were employed on a part-time basis only. 
Some 656 interns were reported. 

It is of interest to note that the number of 
patients under care was 700,284, of whom 
69,282 were newborn. Of the total number, 
660,632 were in public hospitals, 24,492 in 
private, and 15,160 in Dominion hospitals. 
For Canada, this meant 655 hospital patients 
per 10,000 of population; Prince Edward Island 
was lowest with 445, and British Columbia 
highest with 953 per 10,000. The average daily 
number of patients was 39,231. The average 
days’ stay of patients was 14.6 for general 
hospitals, 43.3. for pediatric hospitals, 50.8 
for convalescent hospitals, 133.9 for tuberculosis 
sanatoria, and 256.3 for hospitals for incurables. 
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War veterans averaged 35.3 days’ stay when 
hospitalized. The average length of stay in 
general hospitals gradually increased according 
to the size of the hospital, ranging from 10 days 
in hospitals up to 10 beds to 18.6 days in 
hospitals over 600 beds. The same picture 
prevailed with respect to occupancy, this being 
but 39.4 per cent in hospitals up to 10 beds and 
reaching 75.0 per cent in hospitals over 600 
beds. Out-patient reports were difficult to 
compile. Of the 119 hospitals reporting such, 
62 gave 1,527,385 treatments to 256,969 patients; 
29 hospitals reported 77,818 patients without 
stating the number of treatments and 28 others 
reported 1,266,268 treatments, but did not 
record the number of patients treated. 

All of the above data are exclusive of the 
mental institutions. 


HOSPITAL INTERNSHIPS FOR 
THEOLOGICAL STUDENTS 


The closer relationships now developed be- 
tween religious organizations and the field of 
social welfare have demanded that theological 
students acquire a much broader knowledge of 
sociology, psychology and physical and mental 
pathology than was considered essential in the 
past. Particularly has it seemed advisable that 
theological students be given an opportunity 
for supervised contact with persons in distress, 
physically or mentally, to supplement their 
seminary teaching in abnormal psychology and 
other courses, for it has been found that other 
courses offer better training in mental hygiene, 
psychology, child study, vocational directing 
and sociology than do the seminaries. In 
their efforts to bridge this gap many of the 
theological colleges made affiliations for study 
which were often poorly supervised and which 
might lead the students later on to set up 
psychoanalysis and other clinics or to pursue 
sociological activities for which they were 
obviously untrained. To meet this need a 
Council has been developed for the clinical 
training of theological students, under joint 
medical and ministerial direction and with 
headquarters in New York. Organized five 
years ago, after several years of experimentation, 
this Council has proved eminently successful. 
Training centres include five mental hospitals, 
two general hospitals, a child-guidance clinic 
and a school for problem children. Last year 
sixty students, representing ten denominations, 
were enrolled. Two groups of students are 
accepted—theological interns who spend one 
year in residence and student attendants who 
are in residence for one, two or three periods of 
three months each, either continuously or during 
the summer. 

The theological interns have an interesting 
course. They have residence for at least three 
months in a mental hospital where they study 
patients, get an understanding of the various 
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therapy departments, and attend meetings and 
conferences; residence for at least two months 
under trained supervision in a general hospital, 
to gain an insight into the various problems of 
illness for use later on in parish work; residence 
for two months in a prison centre, receiving 
instruction on readjustment of prisoners to 
society; and service for three months in a child 
guidance clinic or outpatient clinic. The stu- 
dent attendants do pastoral work with patients, 
working four or five hours a day on the wards 
and relating their approach to the patients’ 
problems with that of the medical attendant. 
Religious services in the hospitals may be 
assigned to the students and hospital news- 
sheets; musical and special programs and 
recreational activities are directed; case studies 
are made and seminars with the medical staff 
and social workers are held at frequent intervals. 
The fear might be entertained that such instruc- 
tion might lead later to unwarranted presump- 
tion in these fields on the part of these students, 
but actual experience would indicate that such 
training gives them a more wholesome respect 
for these subjects, and makes them more 
appreciative in their pastoral work of the value 
of expert professional guidance. 





Provincial Association Hotes 


PRELIMINARY PROGRAM 


FIFTY-SIXTH ANNUAL MEETING OF 
THE ONTARIO MEDICAL ASSOCIATION 


LONDON, MAY 26, 27, 28, 29, 1936 


The London Committee in charge of arrange- 
ments are anxious to advise the medical profes- 
sion of Canada, and particularly of Ontario, of 
the tentative plans for the coming Convention 
to be held in that city in May of this year. 

Some innovations are being introduced into 
the program this year. The scientific sessions 
will be held in the forenoons only, on Wednes- 
day and Thursday, the afternoons being re- 
served for recreation. On Friday the scientific 
‘sessions will run all day. The total number of 
speakers has been considerably reduced, but 
what has been sacrificed in numbers has been 
amply made up in quality. The speakers are to 
be limited to twenty minutes with ten minutes’ 
discussion. On each of the three days a clinic 
will be held from 12.00 noon to 1.00 p.m. These 
elinies will be conducted by Dr. A. H. Gordon, 
of Montreal, Dr. Roscoe Graham, of Toronto, 
and Dr. Foster Kennedy, of New York City. 

On Thursday afternoon there is to be a golf 
tournament, with cups and prizes galore. This 
tournament will be held at the London Hunt 
and Country Club, the home elub of London’s 
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well known golfers, Sandy Sommerville and 
Jack Nash. A eup will be donated by the 
Hamilton Academy of Medicine for the best net 
score, aS well as the new cup donated by the 
London Academy of Medicine to be played for 
by teams of four, representing County or City 
societies. Be sure your Medical Society sends 
a representative team to compete for this cup. 
We already have entries from several County 
Societies. In addition there will be many other 
prizes for both 18 and 9 hole scores. 

Thursday evening after the golf tournament 
there will be a stag dinner at the Hotel, where 
the prizes, cups, ete., will be distributed. We 
are making every effort to obtain a well known 
humorist for a short snappy speech on that 
occasion. There will also be various other in- 
door activities, which will be of interest to 
everyone; so, plan to be present. 

Every effort is being made to secure the best 
possible speakers for the noon luncheons, and 
in this respect we feel we have succeeded ad- 
mirably. For the Wednesday luncheon we will 
have as our guest, His Excellency, Lord 
Tweedsmuir. For Thursday we expect to have 


.one of the leading educationists of Canada. 


For the dinner dance on Wednesday evening we 
are to be favoured by the presence of the 
Right Honourable R. B. Bennett. 

Another innovation at this Convention will 
be the display of Scientific Exhibits. This por- 
tion of the program has not received much 
attention heretofore, but we assure you that 
this year we are to have an exceptionally fine 
group of scientific exhibits, We are already 
wondering where we are going to put them all. 

While most of the meetings are to be general 
sessions, there are to be two meetings of 
specialists. The Eye, Ear, Nose and Throat 
men, and the Roentgenologists will both have a 
special meeting on Thursday morning. 

The general plan of the program is as follows: 


HEADQUARTERS—HOTEL LONDON 


Tuesday, May 26, 1936 
9.00 a.m.—Meeting of Board of Directors. 
10.00 a.m.—Meeting of Council. 
1.00 p.m.—Luncheon. 
2.30 p.m.—Meeting of Council. 
6.00 p.m.—Meeting of Nominating Committee. 


7.15 p.m.—Round Table Dinner. Program in 
charge of Committee on Inter-Relations. 


Wednesday, May 27, 1936 
9.00-9.20—Dr. H. Foucar, London—‘‘ Hare-lip 
and its treatment’’. (Lantern slides.) 
9.30-9.50—Dr. R. Farquharson, Toronto — 
‘*Pituitary syndromes’’. 
10.00-10.20—Dr. F. Lahey, Boston, Mass.— 
‘‘Diagnosis and management of carcinoma 
of the colon’’. 
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Wednesday, May 27th—Continued 


10.30-10.50—Dr. D. Crombie, Queen Alexandra 
Sanatorium, Byron, Ont.—(Subject to be 
announced later.) 
11.00-11.20—Intermission for viewing scientific 
exhibits. 
11.30-11.50—Dr. G. S. Williamson, Ottawa—- 
‘‘Cutaneous and untoward visceral re- 
actions to some common drugs’’. 
12.00-1.00—Dr. A. H. Gordon—‘‘ Medical clinic 
with presentation of cases’’. 
-1.30—Luncheon. 
Guest—His Excellency Lord Tweedsmuir. 
2.30 p.m.—Business meeting of the Association. 
4.30—Garden Party. 
7.00—Dinner Dance. 
Guest—Right Hon. R. B. Bennett. 


Thursday, May 28, 1936 


9.00-9.20—Dr. E. A. Bartram, London — 
‘‘(idema and its management’’. 

9.30-9.50—Dr. D. W. Boucher, Kingston— 
‘‘Abdominal and pelvic surgery of the 
sympathetic nervous system’’. 

10.00-10.20—Dr. H. B. Cushing, Montreal— 
‘*Searlet fever — course, prevention and 
treatment’’. 

10.30-10.50—Dr. K. McKenzie, Toronto—‘‘ Neu- 
rological diagnosis with presentation of 
cases’’. 

11.00-11.20—Intermission for viewing scientific 
exhibits. 

11.30-11.50—Dr. E. P. Joslin, Boston, Mass.— 
(Some phase of diabetes—exact subject to 
be announced later). 

12.00-1.00—Dr. Foster Kennedy, New York— 
‘Neurological clinic’’. 

1.30—Luncheon—(Speaker to be announced 
later). 

2.30—Golf Tournament at London Hunt and 
Country Club. 

7.00—Stag Dinner —Humorist speaker and 
presentation of golf trophies and prizes, 
and various other indoor activities. 


Friday, May 29, 1936 


9.00-9.20—Dr. E. V. Shute, London—‘‘ Metror- 
rhagia and its treatment’’. 
9.30-9.50—Dr. E. C. Janes, Hamilton—“‘‘ Ischio- 
rectal fistula’’. 
10.00-10.20—-Dr. G. B. Eustermann, Rochester, 
Minn.—‘‘ The réle of gastritis in American 
medical practice’’, (illustrated by lantern 
slides). 
10.30-10.50—Dr. John Fraser, Montreal—(Ob- 
stetrical problem—exact title to be an- 
nounced later). 


SSSR Se 





Friday, May 29th—Continued 
11.00-11.20—Intermission for viewing scientific 
exhibits. 


11.30-11.50—Dr. L. G. Rowntree, Philadelphia 
—‘‘The réle of the thymus and pineal 
glands in growth and development’’. 

12.00-1.00—Dr. Roscoe Graham, Toronto — 
‘Surgical eclinie’’. 

1.30—Luncheon—(Speaker to be announced 
later). 

2.30-2.50—Dr, L. F. Craver, New York — 
‘‘Some aspects of modern cancer therapy’’. 

3.00-3.20—Speaker on obstetrical subject. 

3.30-3.50—Drs. W. J. Deadman and H. A. 
Ansley, Hamilton—‘‘Investigation of the 
cause of stillbirths and fetal death’’. 

4.00-4.30—Dr. Douglas Wigle, Windsor — 
‘‘The treatment of head injuries’’. 


6.00—Class Dinners. 


Sectional Meetings 
Thursday, May 28, 1936 
Roentgenology 


There will be a meeting of this section on 
Thursday forenoon, which will consist of a 
clinic, demonstration, and scientific papers. 
The exact program is not yet completed. 


Eye, Ear, Nose and Throat 


This meeting will also be on Thursday morn- 
ing. Speakers who have already indicated 
their willingness to take part in the program 
are: Dr. S. Hanford McKee, Montreal, Que.; 
Dr. J. Milton Robb, Detroit, Mich.; Dr. W. J. 
Brown, London, Ont.; Dr. Perry Goldsmith, 
Toronto, Ont. 


See The Journal next month for further de- 
tails regarding both of the above meetings. 
H. A. CAVE, 
Convener of Program Committee. 


Tact.—The man of tact, as he journeys through life, 
seldom gives or takes offence, and so avoids many of the 
mistakes which a brother, less gifted with this quality, 
is apt to make. He wins the confidence of those with 
whom he is associated, appearing to follow, where in 
reality he leads, and thus, unconsciously to them, in- 
If the tactful 


person exercises his influence in a right direction, he 


fluences their thoughts and actions. 


passes happily through life, and also brightens the path- 


way of others. 


-_ 
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Medical Societies 


The Academy of Medicine, Toronto 


The Academy of Medicine, Toronto, has been 
honoured by many distinguished speakers at its 
special and stated meetings during the present 
session. Besides Prof. John Beattie and Prof. 
W. E. Gallie, who were present in November 
(see this Journal, 1935, 33: 688). We note that 
on December 3rd, Dr. Howard C. Moloy, of New 
York, was the guest of the Academy for the 
December stated meeting. The subject of his 
lecture was ‘‘The variations in the female 
pelvis from the anthropological and obstetrical 
viewpoint’’. 

For the stated meeting in February, the 
Academy welcomed Dr. A. H. Gordon, of 
Montreal, and was favoured with a very in- 
structive address on ‘‘Bone changes in certain 
medical diseases’’. 

From Philadelphia, Dr. Alexander Randall 
visited the Academy on March 3rd and ad- 
dressed the stated meeting for this month, 
illustrating his address, which was entitled 
‘‘Obstruetive uropathies’’, with many lantern 
slides. 

For the April stated meeting which will be 
held on the 7th, the Academy is looking for- 
ward to an address on ‘‘ Recent advanees in the 
study of sex hormones’’ by Dr. G. F. Marrian, 
Associate Professor of Biochemistry, Univer- 
sity of Toronto. 

The Academy has indeed been fortunate in 
hearing such a group of distinguished speakers 
during the session, 1935-1936. 

GORDON 8S. FOoULDS, 
Honorary Secretary. 





Montreal Physiological Society 


At a meeting of the Montreal Physiological 
Society, held on January 27, 1936, the following 
papers were read (given here in abstract). 

C. O. Hess, G. O. LaANestrotH, D. R. McRAE 
AND G. W. Stavraky, Departments of Physiology 
and Physies, McGill University—Physical and 
Physiological Studies of Salivary Secretion. 

An account was given of the changes in the 
composition of the submaxillary saliva of the cat 
in response to stimulation of the sympathetic and 
parasympathetic nerves and to adrenalin stimu- 
lation. Spectrographic methods were used for 
the quantitative analysis of Na and K, standard 
chemical methods being employed for the analy- 
sis of all the other constituents. (The charac- 
teristic feature of the absorption spectrum is the 
presence of the so-called protein band at 
4 2750.) Provisional estimates of the relative 
concentration of the absorbing substance under 
different conditions of secretion were made. 


The following regularities were observed for 
secretions obtained by electrical stimulation of 
the chorda tympani.— The K coneentration ap- 
pears to be independent of the rate of secretion, 
but the Na concentration is very nearly propor- 
tional to it. The dependence of organic matter 
and absorbing substance concentrations appears 
to be similar to that of Na, with an additional 
superimposed ‘‘exhaustion”’ effect. The relative 
concentrations of the latter substances are quite 
well represented by an expression deduced from 
simple fundamental considerations. 

With repeated identical stimulations of the 
chorda tympani the solids, organic material, ash, 
Na, Ca, Cl and N, gradually decreased, while the 
K and the acid-combining power remained con- 
stant or gradually increased. Sugar was absent 
from the saliva. 

On stimulation of the sympathetic nerve all 
the analyzed constituents showed a tendency to 
increase in amount, but sugar was absent. On 
adrenalin administration a greater rise in many 
of the analyzed constituents occurred, and sugar 
appeared in the saliva in amounts varying from 
40 to 120 mg, per cent. 

If the stimulations of the chorda tympani were 
resumed after the administration of adrenalin 
it was found that the volume of the secretion was 
decreased by 30 to 60 per cent, but returned to 
normal after 114 to 2 hours. The amount of K 
and the acid-combining power fell to the level 
at which they were before the adrenalin ad- 
ministration and maintained this level or 
gradually rose with successive stimulations. Cl, 
Na and sugar remained as high as in the ad- 
renaline saliva, or reached a _ higher level, 
decreasing towards the end of the experiment. 
The rise of total N, was also quite marked, this 
being true both in the protein and non-protein 
fractions of the saliva. 


F. K. OLDHAM, Department of Pharmacology, 
MeGill University—The Action of Preparations 
from the Posterior Lobe of the Pituitary Gland 
upon the Imbibition of Water by Frogs. 

During the past fifteen years several investiga- 
tors have shown that extracts from the posterior 
lobe of the pituitary gland give rise to temporary 
increases in weight when injected into frogs. 
There has been however considerable difference 
of opinion as to which of the active principles, 
the oxytocie, pressor or melanophore, is re- 
sponsible for the action. This investigation was 
undertaken to determine whether one (or more) 
of the known constituents or a hitherto unknown 
one was involved. 

The preparations used were pitocin, pitressin 
and pituitrin, the Parke, Davis preparations of 
the oxytocic and pressor fractions and of the 
whole lobe, respectively. In addition two other 
preparations, postlobin-O and postlobin-V were 
used. These were the oxytocie and pressor frae- 
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tions obtained in the laboratory by an original 
method of separation. It was thought that if the 
results obtained from these and from the cor- 


responding commercial preparations agreed the. 


existence of a hypothetice substance could be con- 
sidered unlikely, unless it was distributed in 
exactly the same proportions by two totally 
different methods of separation, Finally, a very 
strong melanophore dilating substance with very 
little oxytocie or pressor activity was used. 


Two types of experiments were performed. In 
one the preparations to be studied were injected 
with 0.5 mils. of saline and the loss in weight 
was studied. In the other, the preparations were 
injected with 5.0 mils. of saline and the loss of 
weight was studied. A large number of frogs 
were used for each experiment and the weights 
at half-hour intervals were added together and 
expressed as per cent increase or decrease of the 
original weight. From these results graphs could 
be drawn, the abscisse representing the change 
in. weight in per cent, and the ordinates, the 
time in hours. Both types of experiments 
showed that the oxytociec and pressor fractions 
both gave rise to weight increases, the former 
being about four times as effective as the latter. 
Pituitrin was as effective as the oxytocie prep- 
arations, while the melanophore dilating sub- 
stance was without effect. J. S. L. BROWNE 


At a meeting of the Montreal Physiological 
Society, held on February 17, 1936, the follow- 
ing papers were read (given here in abstract). 

J. B. Couture ano J. E. Wiuuiamson, Depart- 
ment of Biochemistry, McGill University—A 
Modification of the Effect of Pituitary Gonado- 


tropic Hormone by Varying Modes of Injection. 

It is well known that the intraperitoneal in- 
jection of anterior pituitary extracts containing 
the gonadotropie principle is less effective than 
subeutaneous administration. Leonard* et al. 
have recently shown that the antagonistic action 
between certain anterior lobe extracts and the 
gonadotropic principle of pregnancy urine is 
elicited best if the antagonist is injected intra- 
peritoneally and the gonadotropic extract sub- 
cutaneously. The experiments which we have to 
report show quite conclusively that intraperi- 
toneal injection is much inferior to subeutaneous 
injection. They also demonstrate very clearly 
that intraperitoneal injection coincident with 
subeutaneous injection of a potent gonadotropic 
extract results in a marked suppression of the 
gonadotropie response which subcutaneous in- 
jection alone produces. 


S. A. Komarov — Protein and Non-protein 
Nitrogen in Canine Gastric Juice. 


Various methods for obtaining protein-free 
filtrates from pure canine gastric juice were 
studied. The following are regarded as reliable 
for routine work. 


(1) Precipitation by 2 volumes of acetone 
added directly to the gastric juice (acidity about 
0.15 normal) ; the filtrate is obtained after stand- 
ing 24 hours at room temperature. 

(2) Heat coagulation on a boiling water bath, 
with the acidity adjusted to about 0.15 normal, 
gives good results only when the temperature of 


* Leonard, 8. L., Hisaw, F. L. and Fevold, H. L.: 
Proc. Soc. Exper. Biol. §& Med., 1933, 33: 319. 


TABLE 
Weight 
Extract No. of Mode of Time Vaginal Corpora of ovaries 
used rats injection (days) smear lutea mgm. 
Gonadotropic 8 Subcutaneous 6 _ + 40 
(cattle) 
Gonadotropic 16 Intraperitoneal 6 neg. - 16 
(eattle) 
Gonuadotropic 7 Subcutaneous 6 - a 212 
(sheep ) 
Gonadotropic 5 Intraperitoneal 6 neg. + 21 
(sheep) 
Gonadotropic 6 Subcutaneous 6 a _ 115 
(pig) 
Gonadotropic 6 Intraperitoneal 6 neg. + 31 
(pig) 
Gonadotropic 5 Subcutaneous 3 + + 78 
(cattle) 
Gonadotropic 8 Equal amounts 3 shes cues al 22 
(eattle) subcutaneously 6 neg. 
and intraperi- 
toneally* 





* Intraperitoneal injections given for 3 days prior to commencement of subcutaneous injections. 


(In abstract) 
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the gastric juice is raised to the coagulation 
point within 1 to 2 minutes. 

(3) Heat coagulation carried out as above, 
but in the presence of trichloracetie acid (equal 
volume of 15 per cent solution), gives more con- 
sistent results than procedure (2) and therefore 
is to be particularly recommended for routine 
work. 


Procedures (2) and (3) gives figures for non- 
protein nitrogen about 10 per cent higher than 
does procedure (1). Somogyi’s method also 
gives very consistent results, the values for non- 
protein nitrogen being on the average 15.5 per 
cent lower than by procedure (1). The Folin- 
Wu method in various modifications was found 
to be entirely unreliable. When the final pH is 
higher than 2.8, tungstie acid does not produce 
any precipitation. With the increase of acidity 
more and more nitrogen is precipitated until at 
pHi of less than 1.0 the amount of nitrogen pre- 
cipitated approaches very closely to that 
precipitated by phosphotungstie acid. Trichlor- 
acetic acid, when added directly to gastrie juice 
of normal acidity (about 0.15 normal) in 
amount of from 5 to 10 per cent, does not cause 
any precipitation within 24 hours at room tem- 
perature. However, at 38° C. the proteins of 
gastric juice are precipitated completely in about 
3 hours, When trichloracetic acid (5 or 7.5 per 
cent concentration) is added to the previously 
neutralized gastric juice, precipitation of protein 
material takes place, but it is not complete even 
when supplemented by boiling. 

Gastrie juice secreted in response to sham- 
feeding and the psychic secretion give the highest 
figures for protein nitrogen. Variations are: 
total nitrogen, from 30.8 to 16.5 mg. per cent; 
protein nitrogen, from 19.9 to 9.9 mg. per cent; 
non-protein nitrogen, from 12.0 to 6.6 mg. per 
cent. With the increase in intensity of nervous 
stimuli the inerease in protein nitrogen is 
especially striking. The percentage of non- 
protein nitrogen with regard to total nitrogen is 
fairly constant: variations, from 31.5 to 40 per 
cent; average, 36.1 per cent. 

Gastrie secretion provoked by injection of 
histamine (0.05 mg. per 1 kg. weight) is char- 
acterized by the low content of protein nitrogen 
(about 2 to 3 mg. per cent). At the beginning 
of secretion the protein nitrogen is much higher 
than at its height. The values for non-protein 
nitrogen varied from 5.88 to 9.52 mg. per cent, 
these being equal to from 45 to 78 per cent of the 
total nitrogen. 

The partition of non-protein nitrogen was 
studied in the acetone filtrates (procedure 1) ob- 
tained from large amounts of gastric juice 
secreted in response to sham-feeding. Urea, am- 
monia and other volatile bases (derivatives of 
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trimethylamine) and creatine constitute about 20 
per cent of non-protein nitrogen, About 37 per 
cent of non-protein nitrogen is represented by 
the physiologically important fraction of nitro- 
genous bases precipitable by phosphotungstic 
acid. 


H. E. Rawuinson, Department of Histology 
and Embryology, MeGill University—The Fac- 
tors Controlling the Secretory Activity of 
Different Types of Epithelial Cells in the Sub- 
maxillary Gland. 


This work was designed to confirm and extend 
previous studies on this subject. There are three 
main types of secreting cells m the cat’s sub- 
maxillary gland. Of these, one, the alveolar cell, 
discharges secretion under chorda tympani 
(parasympathetic) stimulation. A second type, 
the demilune eell, reacts to sympathetic and 
adrenalin stimulation, as shown by the develop- 
ment of a pronounced vacuolation in these cells. 
This latter finding is confirmed by (1) histologi- 
cal studies on the gland after augmented secre- 
tion (a sympathetic secretion augmented in 
amount by a previous stimulation of the chorda 
tympani when the latter’s secretory effect is 
paralyzed by small doses of atropin) ; (2) similar 
studies of sympathetic and adrenalin action on 
the paralytic gland (a gland in which the 
chorda tympani had been cut some time previous- 
ly). In such glands a marked sympathetic- 
demilune relationship is shown. The third 
secreting element, the striated duct cell, reacts 
both to parasympathetic and sympathetic stimu- 
lation, but the exact relationship is not clear. 
Further information is supplied by a study of a 
series of paralytic glands; in them the striated 
ducts are markedly affected, and, as such changes 
appear to be correlated with engorged blood 
vessels, the suggestion is made that the mechanics 
of the blood flow may be the important factor 
controlling the secretion of this third element. 


L. I. Pugsley, Department of Biochemistry, 
MeGill University—Calcium Exeretion in Lac- 
tating Rats. 

It has been shown that the weaning of lactat- 
ing rats causes an increased excretion of caleium 
in the urine. The removal of the ovaries follow- 
ing the administration of anterior-pituitary-like 
hormone to rats caused mammary gland develop- 
ment, but did not bring about sufficient milk 
secretion to cause any increased calcium excre- 
tion in the urine. Rat’s milk, as shown by the 
analysis of the ash of the stomach contents of 
suckling rats, was found to contain a higher per- 
centage of calcium than has been reported for 
the milk of other species. J. S. L. BROWNE 
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Special Correspondence 
The London Letter 


(From our own correspondent) 


The Coroner’s Inquest is one of those curious 
and typically English institutions which has its 
roots in antiquity, and has, according to some 
people, little to justify its continued existence, 
except in a modified form. It is said that they 
do these things much better in Scotland, but 
the Departmental Committee appointed just a 
year ago to inquire into the present law and 
practice in this country has concluded that the 
Scottish system,cannot easily be adopted here. 
The report of the Committee is unanimous that 
the office of Coroner should be retained, but it 
is laid down quite clearly that his jurisdiction 
is to be limited to the investigation of the facts, 
how, when and where the death occurred. 
There is to be no question of any trial of liability, 
whether civil or criminal. This conclusion is 
important, for there is no doubt that in recent 
years when murder has been suspected, there 
has been in effect a preliminary trial before the 
Coroner in a court where the rules of evidence 
are not the same as in ordinary criminal pro- 
ceedings. It is also recommended that the 
verdict in cases of suicide should not include 
reference to the state of mind of the diseased 
and that the mere fact ‘‘died by his own hand”’ 
is to be sufficient. There are many other minor 
recommendations, but the findings mentioned, 
are, on the whole, the most important. It is 
further laid down that in future only solicitors 
and barristers should be appointed as Coroners 
and also that post-mortem investigations ordered 
by Coroners shall only be made by pathologists 
whose names are on a special list. 

Some time ago the organization known as the 
National Birthday Trust Fund asked the British 
College of Obstetricians and Gynecologists to 
carry out an investigation on analgesia suitable 
for administration by midwives. The report 
has now been issued, in which it is concluded 
that chloroform by any method should not be 
used by midwives acting alone. This conclusion, 
it is said, has been reached with regret, and, of 
course, it does not affect the use of chloroform by 
medical practitioners. On the other hand, it is 
suggested that the use of gas and air by the 
latest type of apparatus is safe for use by mid- 
wives in hospital, provided that special training 
can be carried out. The adaptation of such a 
method for use in the home requires further 
investigation, and there are certain practical 
difficulties to be overcome as well as the question 
of cost. It must be confessed that this report 
has been received with some disappointment. 
Certain experts have claimed that the chloro- 
form-capsule method when used for women in 
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normal health is harmless, fool-proof, easily 
learnt, and reliable in relieving pain to some 
extent in a high proportion of patients. It is 
not at all clear from the report that the fatal 
cases recorded are really fairly used in evidence 
against the extremely compact and handy 
method of the chloroform capsule. However, 
it will be agreed by all that safety must come 
before comfort in this matter, and it is hoped 
that further experience may enable a satis- 
factory method to be found. 

There was once a bacteriologist who, after 
twenty-five years’ work, came to the conclusion 
that bacteria were not the cause of disease, but 
merely invaded pathological tissues to make life 
more complicated. Much the same thoughts 
must have arisen in the minds of the audience 
at a recent discussion held on the subject of 
sterilized surgical catgut. There have lately 
been some groups of cases in hospitals in all 
parts of the country of tetanus arising after 
operation, and this naturally led to an investi- 
gation of the method by which the catgut used 
had been sterilized. Although the incrimination 
of the bacillus of tetanus had failed in the cases 
investigated it was found that the method of 
sterilization employed at one hospital in which 
cases of tetanus had occurred was quite in- 
effective for killing tetanus spores. The Minis- 
try of Health authorities have therefore con- 
cluded that in all probability infection had 
arisen from imperfectly prepared catgut. An 
element of doubt crept in when bacteriologists 
followed the Ministry’s representative in the 
discussion, for several speakers urged that 
tetanus in catgut was a bogy, and one authority 
said that we had yet a long way to go to prove 
that catgut was ever the source of post-operative 
tetanus infection. It is important to note that 
under our new Therapeutic Substances Act the 
general sterility of surgical catgut sold in this 
country has been raised to a satisfactory level, 
and it is the ‘home-cured” variety which 
apparently causes danger, if any. 

The Eugenics Society, which for a long time 
has seemed to the layman to be rather an 
academic body, has now come out with a very 
practical series of pamphlets including a special 
form to be filled up for applicants wishing to 
have a prenuptial bill of health. If there is any 
doubt about some problem in heredity, the 
Society is prepared to obtain expert assistance, 
and the questions for the application form are 
so formed as to enable timid subjects to obtain 
advise on sexual problems which may be worry- 
ing them. The whole scheme is designed to 
enlist the services of the family doctor and it 
seems to represent a very useful service for 
those about to marry. 


ALAN MONCRIEFF. 


121 Harley St., 
London, W.1. 
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The Edinburgh Letter 


(From our own correspondent) 


The recent by-électicn in connection with the 
vacancy in the parliamentary representation of 
the Scottish universities resulted in the return 
of the Rt. Hon. J. Ramsay MacDonald. The 
question of university representation was the 
subject of an inter-university debate held 
recently in the Edinburgh University Union. 
The motion was ‘‘that university parliamentary 
representation be abolished’. The supporters 
of the motion stated that university repre- 
sentation was simply plural voting and was not a 
particularly logical form of plural voting at that. 
They believed that university representation 
was a privileged representation and as such 
should not be tolerated in a democratic country. 
It was also argued that it was mere hypocrisy 
to talk high-falutin nonsense about bringing a 
breath of university culture into party life. 
The opponents of the motion considered that 
the real question for consideration was whether 
university graduates could justly be called an 
independent community worthy of repre- 
sentation in Parliament. They maintained that 
they could quite justly be so regarded. Gradu- 
ates formed a completely heterogeneous com- 
munity of a certain description of people, and 
they were also subject to a considerable amount 
of parliamentary legislation. It was only fair 
therefore that they should be represented in 
Parliament in defense of their own interests. 
It had to be remembered that university repre- 
sentatives did not really represent universities 
themselves; they represented not only university 
opinion but graduate opinion. The motion was 
carried by a small majority. . 

The death has occurred of Sir John Marnoch, 
Emeritus Professor of Surgery at Aberdeen Uni- 
versity. Sir John, who was in his 69th year, 
retired in 1932 from the Regius Chair of Surgery 
after holding the appointment for twenty-three 
years. He was a former honorary surgeon in 
His Majesty’s Household in Scotland. Sir John 
had been in failing health for some time and 
the last occasion on which he left home was at 
the end of September, when he attended at 
Aberdeen Station, along with the Lord Provost 
and Magistrates of the City, to greet His late 
Majesty King George when travelling south at 
the close of his holiday at Balmoral Castle. 

An appeal to employers of labour not to 
penalize unjustly employees who have suffered 
from mental disease was recently made by Prof. 
D. K. Henderson, Physician-Superintendent of 
the Royal Edinburgh Hospital for Mental and 
Nervous Disorders. Occasionally it was found 
that people were penalized for having suffered 
from a mental disorder and found reinstatement 
in their former position difficult. Such an 
attitude was both uncharitable and unjust, and 
merely tended to keep alive the so-called stigma, 
where there should be none. It should be 
realized that a mental disorder was not some- 
thing which was incurable and persistent or 
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that the efficiency of the individual was so 
interfered with that he would never be fit for 
responsible work again. There were many 
excellent people occupying high positions of 
responsibility who at one time or another in their 
lives had suffered from a mental breakdown. 
They should receive all honour instead of 
stigmatization for having successfully overcome 
their obstacles. Professor Henderson also re- 
ferred to the somewhat paradoxical situation 
which has arisen in that, while physical health 
was being conserved to an increasing extent 
and expectation of life had increased, there had 
arisen a greater potentiality for the develop- 
ment of nervous and mental illness. This was 
so much the case that there were those who 
argued that, racially, the improvement of 
environmental conditions merely led to the 
conservation of the unfit, and that these activi- 
ties, in consequence, were dysgenic rather than 
eugenic. He thought that perhaps too great 
an emphasis was placed on the development of 
physical health and too little attention directed 
to the fact that good physical health without 
good mental health was valueless. Mental and 
nervous disorders were no more mysterious than 
many other disorders, and a study of the 
individual and environmental factors which had 
gone to the building up and integration of the 
personality resulted in revealing those physical 
or psychic forces which were at the root of the 
illness. The psychiatrist was in a better position 
than most people to realize the significance of 
these matters in their relation to the welfare of 
the community and the nation. Happily, how- 
ever, there was no need to paint an alarmist 
picture. It was true that there had been a slow 
and steady increase in the numbers of patients 
treated and cared for in mental hospitals, but 
this was explained by the fact that in this 
individualistic age, when women were wage- 
earners as well as men, fewer were left at home 
to care for dependent relatives, and in conse- 
quence mental hospitals were more frequently 
used than was formerly the case. As a corollary 
of this, the interesting finding emerged, that 
while the adequate employment of men in 
industry resulted in a decrease of nervous and 
mental disorder the converse held in relation 
to women. 

The vital statistics for Scotland for the year 
1935 have just been issued. It is interesting to 
find that the infantile mortality rate was 76.8 
per 1,000 births, which is 5.2 below the average 
and is the lowest on record. There was also a 
marked saving in the deaths of other children 
of pre-school age. Births numbered 87,923, 
representing a birth-rate of 17.8 per 1,000. This 
number is 913 fewer than in the previous year. 
The death rate from all forms of tuberculosis 
was 74 per 100,000. This is also the lowest on 
record. Deaths from all causes numbered 
65,331, equal to a death-rate of 13.2 per 1,000. 


R. W. Craie. 
7 Drumsheugh Gardens, Edinburgh. 
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MedsicozeLegal 


Summary of Canadian Legislation of Medical 
Interest Passed During 1935 


What follows is a summary of the legislation 
passed during the last sessions of the federal 
and of the various provincial legislatures that is 
of particular interest to hospitals, medical men, 
pharmacists and nurses. It is not too much to 
say that the whole question of the relationship 
of the profession to government is now at a 
most critical stage, The volume of legislation 
passed in one session directly aimed at the medi- 
eal practitioner is surprising. Whether that 
legislation be good or bad in principle, much 
of it in the form in which it has become law is 
undoubtedly hasty and ill-considered. The 
summary that follows is not designed primarily 
to give the medical man detailed information 
as to the manner in which his status has been 
affected in particular instances so much as to 
inform him of recent trends in the rapidly in- 
creasing interference of government in the af- 
fairs of the individual. Particular attention 
should be paid to The Alberta Health Insurance 
Act of Alberta; and the Registered Nurses Act 
and the Pharmacy Act of British Columbia; The 
Mental Hospitals Act, 1935 of Ontario; Private 
Hospitals Act and the Charitable Institutions 
Injured Persons Costs Payment Act of Quebec; 
An Act to Amend the Town Act, An Act to 
Amend the Village Act, The Rural Municipality 
Act, 1935 of Saskatchewan. , 


The Dominion of Canada 
25-26 GEORGE V. (1935) 


The Statutes of the Dominion of Canada for the 
last session contain no measures specifically affecting 
hospitals, medical men, pharmacists, or nurses. Most 
of such legislation is, of course, within the exclusive 
competence of the various provincial legislatures. 


The Provinces 


ALBERTA 
25 GEORGE V, (1935) 


Health Insurance.— Chapter 49, ‘‘The Alberta 
Health Insurance Act,’’* is an important piece of social 
legislation. The implications of legislation such as this, 
which are most serious, should be weighed by the pro- 
fession not only in Alberta but in the whole of Canada. 
This particular Act authorizes the Lieutenant-Governor 
in Council to appoint a Health Insurance Commi'ssion 
consisting of three members, of whom one must be a 
medical man, to hold office for terms varying from eight 
to ten years. The Commission, with wide powers to 
summon witnesses, is to decide all questions arising under 
the Act, and its decisions are not subject to review by 
the courts. More particularly, it is to collect all sums 
payable by municipalities under the Act, to appoint such 
officers and make such regulations as are necessary for 
the proper carrying out of the Act, and, after a survey, 


* See also this Journal, 1935, 33: 114. 


to divide the Province of Alberta into the necessary 
medical districts. 


Provisions are made for the constitution of these 
medical districts. The Commission must, if it receives 
requests in the required form, and may, always at its 
discretion, put to the vote of the electors in a proposed 
district whether they are in favour of its being created 
a medical district for the purpose of the Act. In each 
medical district there is to be an advisory board upon 
which the municipalities are to be represented. The 
board must meet at least once every six months, and may 
make recommendations to the Commission as to the ad- 
ministration of its own district. Provisions are also 
made for the appointment of professional boards of 
reference and local boards of reference. 


As soon as a medical district is instituted every 
municipality included in it must proceed to take a census 
of all people in the municipality, and must ascertain if 
they are residents and whether they are wage earners or 
not. A register of this information is to be kept by the 
secretary of each municipality. 


Each year thereafter every municipality included in 
the medical district must contribute a sum equal to $11.28 
for each resident. Similarly, for each resident the 
Province must pay annually the sum of $3.22. Every 
wage earner, then, contributes $2.01 per month. Every 
employer of a resident in the district must contribute 
$0.81 per month for each employee. The Act makes 
provision for casual employment, and for the variation 
of these payments in ‘particular instances. 


Every resident of the district, whether of course he 
is liable to these contributions or not, is entitled to re- 
ceive free of charge any necessary hospitalization in a 
public ward, any necessary nursing services, any neces- 
sary medical and surgical attention, any necessary dental 
attention, the benefit of laboratory services, including 
x-rays, and drugs and other supplies prescribed for him. 
Such resident may consult any medical practitioner, or 
dentist in his own district, who is then paid by the 
Commission. 


From the wording of the Act it is not clear whether 
the medical man so consulted may refuse to accept a 
patient, and, if so, what a patient is to do who can find 
no doctor in his immediate vicinity to care for him. Nor 
is it clear how the Act affects a person who is not willing 
to be cared for in a public ward. From the point of 
view of the medical man in Alberta these must be 
important points. If a medical man attends a patient 
from another district he will not be paid by the Com- 
mission unless the patient has been referred to him by a 
medical man from the patient’s own district. If the 
Commission decides, after the proper investigation, that 
the services rendered were unnecessary then the medical 
man cannot collect from it. His only recourse is 
against the patient. 


Finally, the Commission is empowered to set up 
services for the promotion of public health within each 
medical district. Inter alia, it may establish pre-natal 
clinics, periodic health examination of all children, and 
may provide for vaccination and innoculation, the con- 
trol of milk and food supplies, and may set up dental 
preventive services. 


Public Health.—Chapter 50 contains minor amend- 
ments to ‘‘The Public Health Act’’, Revised Statutes 
of Alberta, 1922, chapter 58. 


Towns and Villages.—Sections 10 and 12 of ‘‘The 
Town and Village Act Amendment Act, 1935’’, Chapter 
54, permit town and village councils to enter into con- 
tracts with hospitals for the hospitalization of their 
residents, and to enter into contracts, subject to approval 
of the electors and of the Minister of Health, for the 
supplying of medical care and attention to their residents. 
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BRITISH COLUMBIA 
25 GEORGE V, (1935) 


Sanatoria.—Chapter 13, the ‘‘ Coquitlam Sanatorium 
Act’’, provides for the establishment and maintenance of 
the Coquitlam Sanatorium for the treatment of sufferers 
from tuberculosis. It is provided that where a patient 
at the time of his admission has a permanent abode in 
a municipality, the municipality shall pay towards his 
maintenance the sum of $1.25 per day. The Lieutenant- 
Governor in Council is empowered to make regulations 


for the purpose of carrying into effect the terms of 
the Act. 


Nurses.—Chapter 53 is entitled the ‘‘ Registered 
Nurses Act’’. By it is constituted the ‘‘ Registered 
Nurses’ Association of British Columbia’’ in which all 
persons registered under the Act are to have membership. 
Provision is made for a Council of twelve members who 
have power to make regulations for the examination of 
applicants for registration and generally for carrying out 
the provisions of the Act. 

The Council is directed to keep a register in which 
is to be entered the name of every member of the Asso- 
ciation. Only those on the register are deemed to be 
qualified to use the title of registered nurse. The re- 
quirements for registration, which include the passing of 
an examination, are laid down. 


Section 23 lays down the requirements for an ap- 
proved training school for nurses within the meaning of 
the Act. Such training schools must offer a three years’ 
course of instruction by qualified instructors in the fol- 
lowing departments of nursing: medical, surgical, ob- 
stetric, pediatric and dietetic. These departments must 
be connected with a general hospital having a daily 
average of at least fifty patients, with a general hospital 
or a special hospital having a daily average of thirty- 
five patients, which is affiliated with an approved general 
hospital in such a way that the instruction lacking in 
the affiliated hospital can be given, or with a general 
hospital connected or otherwise affiliated with a univer- 
sity where pre-clinical instruction is given. In the case 
of a hospital affiliated with a university the length of the 
practical course otherwise required may be shortened. 
Members of the Association shall be required to pay an 
annual fee of not less than $1 or more than $10 as 
required by the Association rules. They shall then be 
entitled to obtain an annual certificate under the seal 
of the Association. Applicants who have passed the 
required examination are entitled to have their names 
placed upon the register, to receive a certificate of 
registration, to practice professional nursing within the 
Province, and to use the title ‘‘R.N.’’ or ‘‘registered 
nurse’’, the whole upon payment of a fee of $10. The 
Act contains full provisions regarding the appointment 
of a Board of Examiners and the nature of the ex- 
aminations to be given by them. 


Optometry.—Chapter 55 contains certain amend- 
ments to the ‘‘Optometry Act’’. 


Pharmacy.—Chapter 56 is the ‘‘Pharmacy <Act’’. 
By it the already existing ‘‘The Pharmaceutical Associa- 
tion of the Province of British Columbia’’ is continued 
in existence, with a membership consisting of the present 
members and those who are admitted under the condi- 
tions prescribed by the Act. The affairs of the Associa- 
tion are to be conducted by a Council composed of six 
pharmaceutical chemists, constituted in the manner and 
with the powers laid down by the Act. Each year the 
Lieutenant-Governor in Council is to appoint a Board 
of Examiners to examine those who apply for registration 
under the Act. A list of persons entitled to be registered 
is kept by the Registrar, and provisions are contained in 
the Act as to the qualifications, in addition to the ex- 
amination, required as a precedent to registration. 

It is provided that no company shall sell or com- 
pound poisons, drugs or medicine unless the majority of 


the stock is owned by and registered in the name of 
British subjects, unless a majority of the directors are 
duly registered as pharmaceutical chemists, and unless 
one of these directors personally manages the shop. No 
one is permitted to carry on business as a pharmaceutical 
chemist unless his place of business has been licensed 
under the Act, unless this licence is displayed in the shop. 
and unless over the door appear the words, ‘‘ Licensed 
pharmacy ’’. 

The Act then sets forth a list of prohibitions. Inter 
alia, no one not registered under the Act can practise 
the profession of pharmaceutical chemist, or sell or 
compound poison, drugs or medicines. No such per- 
son may use the name ‘‘pharmaceutical chemist’’, 
‘‘chemist and druggist’’, ‘‘druggist’’, ‘‘pharmacist’’, 
‘‘apothecary’’, ‘‘dispensing chemist’’, ‘‘ dispensing 
druggist’’ or similar names. The licence of a pharma- 
ceutical chemist may be cancelled if he has been 
convicted of an offence against a statute relating to 
the sale of narcotic drugs, poisons, or alcoholic liquors, 
or of a crime involving moral turpitude, or if he 
personally makes use of poisons, narcotic drugs or 
aleoholic liquors. 

In part 1 of Schedule A attached to the Act is 
a list of articles which a pharmaceutical chemist is 
forbidden to sell to anyone but a medical practitioner, 
veterinary surgeon or dentist or upon their prescrip- 
tion. Drugs mentioned in Part II of Schedule A must 
not be sold to anyone but a medical practitioner, 
veterinary surgeon, or dentist unless an entry of the 
sale is made in a register of poisons, the purchaser is 
known to the seller, and the container is labelled 
‘¢Poison’’. Articles specially marked in Part III of 
Schedule A may be sold to anyone, but must be marked 
‘¢Poison’’. The Act closes with provisions regarding 
penalties and prosecutions. 


MANITOBA 
25 GrorGE V, (1935) 


Public Health.—Chapter 35 amends ‘‘The Public 
Health Act’’ in unimportant details, 


Vital Statistics.— Chapter 56 contains certain 
minor amendments to ‘‘The Vital Statistics Act’’, an 
Act which is of some interest to the medical man. 


Taxation.—Chapter 60, ‘‘An Act to Amend ‘The 
Assessment Act’,’’ by the addition of the word ‘‘hos- 
pital’’ after the word ‘‘church’’ in subsection 4 of 
section 3 of that Act exempts hospitals from assess- 
ment and taxation for school purposes. 


New BRUNSWICK 


25 GEORGE V, (1935) 


Provincial Hospital.— Chapter 8 is ‘‘An Act 
to Provide for Renovation of the Old Part of the 
Provincial Hospital’’. It authorizes the issue of 
debentures in an amount not exceeding $98,000 to 
cover the cost of certain necessary repairs to the 
hospital, 

By chapter 27, ‘‘The Provincial Hospital Act’’ 
(chapter 107 of The Revised Statutes, 1927) is 
amended to permit the Lieutenant-Governor in Council 
to appoint a trust company to act with the chairman 
as Official Committee of the estate of every patient 
who has no official guardian. 


Health.— Chapter 26 is entitled ‘‘An Act to 
Amend Chapter 59 of The Revised Statutes, 1927, The 
Health Act’’. The amendments refer to the formalities 
to be fulfilled by physicians and others attending at a 
birth, and by physicians last in attendance on a pa- 
tient who has died or by the superintendent of the 
hospital where the death occurred. With certain 
exceptions in the case of rural districts, no body can 
be removed for burial until a permit for that person 
has been issued by a sub-deputy registrar of vital 
statistics after a certificate of registration of death 
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has been filed with him. The Chief Medical Officer 
is to be the Registrar-General of Vital Statistics, 


Direct Relief and Other Purposes.— Chapter 61 
‘*An Act to Authorize the City and County of Saint 
John to Issue Debentures for Direct Relief and Other 
Purposes’’, authorizes the Council of the Municipality 
of the City and County of Saint John to issue deben- 
tures not exceeding $8,500 for improvement at the 
Saint John Tuberculosis Hospital and not exceeding 
$10,600 for improvements to the Saint John General 
Hospital. 


Saint John General Hospital.— Chapter 63 is 
‘*An Act to Authorize the City and County of Saint 
John to make a Further Issue of Debentures for the 
Saint John General Hospital’’, The Act limits these 
debentures to a sum not exceeding $7,000, to be used 
for the purchase and installation of a new x-ray 
machine at the Hospital. 


Nova Scotia 


25-26 GEORGE V. (1935) 


Public Health.—Chapter 34 amends ‘‘The Public 
Health Act’’, Revised Statutes, 1923, chapter 157, in 
certain comparatively unimportant respects. 


Sydney City Hospital—Chapter 50 is entitled 
‘*An Act to Incorporate Sydney City Hospital’’. The 
administration of the Hospital is vested in a Board 
of Commissioners of seven members; four aldermen 
appointed annually by the city council, the mayor 
and medical health officer of the city ex officio, and an 
appointee of the Governor-in-Council. The Act con- 
tains provisions with regard to the rights and powers 
of the Board. Where patients are not resident in the 
city of Sydney and arrangements are not made by 
them or on their behalf for payment of their main- 
tenance and treatment, this is chargeable to the 
municipality in which they are resident. But the 
patient, his executors or administrators, his father, 
grandfather, mother, grandmother, children and grand- 
children are, to begin with, jointly and severally liable 
to the hospital for his maintenance, care and nursing. 


ONTARIO 


25 GrorGE V, (1935) 


Consumptives.—Chapter 6, ‘‘The Burial of War 
Veterans Act, 1935’’, repeals, inter alia, subsection 2 of 
section 21 of ‘‘The Public Hospital Act, 1931’’, and 
subsection 2 of section 40 of ‘‘The Sanatoria for 
Consumptives Act, 1931’, 


Dionne Quintuplets.—‘‘The Dionne Quintuplet 
Guardianship Act, 1935’’, chapter 19, must surely be 
one of the most unusual pieces of legislation ever 
passed. ‘‘Whereas,’’ says the preamble, ‘‘having 
regard to the special and unique circumstances touch- 
ing the birth and survival of the quintuplet infant 
daughters of Oliva Dionne and Elzire Dionne, his 
wife, and for the better protection of their persons 
and estates and of their advancement, education, and 
welfare it is in the interests of the said children and 
in the public interest that a special guardianship be 
created’’, 

The quintuplets are declared to be the special 
wards of His Majesty the King, represented by the 
Minister of Public Welfare for Ontario. The Minister 
is constituted special guardian of the children, and, 
upon his recommendation, the Lieutenant-Governor in 
Council is empowered to appoint a guardian or 
guardians to act with the father as active guardians. 

The Minister is authorized to enter into contracts, 
or to authorize the active guardians to enter into 
them, with respect to the children’s estates, and it 
is provided that any contract entered into by any 
persons other than the Minister or the authorized 
active guardians shall be null and void. But this 


is not to effect the validity of contracts entered into 
before the present Act by the previous guardians. 

The estates of the children are vested in the 
Minister of Public Welfare who is to hold their prop- 
erty in trust for them or their survivors. The father 
is to continue as natural guardian, but is subject to 
the Act and to the jurisdiction of the Minister. Then, 
from the point of view of interference with the rights 
of parents, follows one of the most extraordinary pro- 
visions of this extraordinary statute. Section 8 
provides that, ‘‘Except as provided by this Act or as 
duly authorized by the said Minister or the said 
active guardians, no person whatever shall in any way 
possess or have the persons of the said children or 
any of them in his custody or control or in any way 
harbour them or take them from any custody, control 
or residence in which from time to time and at any 
time they may, with the authority of the said Minister 
or said active guardians, have been placed, and their 
residence, permanent or temporary, shall only be at 
such place as the said Minister or said active guardians 
may from time to time direct.’’ 

Section 10 protects Dr. Dafoe’s professional 
privileges: ‘‘Nothing in this Act contained shall in 
any way interfere with or affect such professional or 
private and personal rights as Allan Roy Dafoe, of 
Callander, M.D., may have in relation to the said 
children and his services for them; and the said Allan 
Roy Dafoe shall for his professional and other services 
be paid out of the estates of the said children such 
sums as the Minister or the said active guardians may 
from time to time authorize and direct.’’ 


Mental Hospitals.— Chapter 39, ‘‘The Mental 
Hospitals Act, 1935’’ consolidates and amends existing 
statutes on the subject. It is too long, however, to sum- 
marize adequately here. The Act is under the administra- 
tion of the Hospitals Division of the Ontario Department 
of Health. At the outset it sets forth the conditions of 
admission into institutions covered by it. Patients 
mentally ill may be admitted voluntarily. Patients 
mentally ill or mentally defective may be admitted as 
certified patients, Deputy Ministers’ warrant patients, 
Lieutenant-Governor’s warrant patients, or as patients 
remanded by a judge or magistrate, upon the conditions 
there laid down. For each of these different classes 
different conditions are laid down before a patient can 
be discharged. 


Epileptics, it is provided, are to be cared for in the 
Ontario Hospital, Woodstock, which with all appur- 
tenances is to be for the public use of the Province. 
Provisions are made for examination units and for 
mental health clinics. The staff of these clinics is to 
consist of an officer in charge, an assistant trained in 
psychology, an assistant trained in social service and 
such other assistant as may be necessary. The clinics 
are authorized to carry out mental and physical examina- 
tions of adults submitting themselves voluntarily, of in- 
fants at the request of their parents, of persons sent by 
certain approved organizations, and of persons on the 
order of a magistrate. Under certain conditions ex- 
aminations may be carried out in schools. 


Psychiatric Hospitals—Chapter 57 contains cer- 
tain amendments to ‘‘The Psychiatric Hospitals Act.’’ 


Public and Private Hospitals —‘‘The Statute Law 
Amendment Act, 1935’’, which is chapter 66, contains in 
sections 14 and 15 amendments to ‘‘The Private Hos- 
pitals Act, 1931’’, and ‘‘The Public Hospitals Act, 
1931’’, respectively. 


Victoria Hospital—Chapter 72 is ‘‘The Victoria 
Hospital London Act, 1935’’. By it an agreement be- 
tween the Board of Governors of the University of 
Western Ontario and the Board of Hospital Trustees of 
the City of London, of which a copy is attached to the 
Act in a schedule, is declared binding on the parties. 
By this agreement a Medical Advisory Board and a 
Joint Relations Committee of the Hospital and the Uni- 
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versity are set up. The Joint Relations Committee are to 
consider matters of mutual interest to the Hospital and 
the University, and appointments to the Hospital staff 
are to be subject to, their approval. The appointments of 
interns are made on the recommendation of the Medical 
Advisory Board. 

It is provided that members of the profession in 
London who are not on the Hospital staff shall have the 
right to attend patients in private and semi-private 
rooms. As a matter of professional courtesy such doctors 
may in consultation with the head of the service con- 
cerned visit patients referred by them to the public 
wards. Patients in the public wards are to be available 
for the clinical instruction of the students in the medical 
faculty. 


Public Health in the City of Windsor.—Chapter 
74, ‘‘The City of Windsor (Amalgamation) Act, 1935’’, 
contains in section 15 provisions regarding the creation 
of a board of health consisting of five members to have 
incidentally the control and management of the Metro- 
politan Hospital and the Metropolitan Isolation Hospital. 


PrIncE Epwarp ISLAND 
25 GEORGE V. (1935) 


Public Health —Chapter 13 contains certain minor 
amendments to ‘‘The Public Health Act, 1927’’. 


(YUEBEC 


25-26 GrorGE V. (1935) 


Insane Asylums.—Chapter 2 is entitled ‘‘An Act 
to ratify the contract between the Provincial Govern- 
ment and Les Seurs de la Charité de Québec respecting 
the care, custody and maintenance of the imsane in 
Hépital Saint-Michel-Archange’’. The contract attached 
to the Act, and ratified by it, is typical of several entered 
into by the Provincial Government. 

This particular one refers to what is commonly 
called the Beauport Asylum. By it the Sisters agree for 
a period of ten years to receive, lodge and clothe in their 
asylum all patients confided to them by the Provincial 
Government, and it contains provisions with regard to 
the care and treatment to be given them. In return, the 
Government undertakes to maintain in the care of the 
Sisters at least 2,300 patients and to pay them the sum 
of $200 per annum for each patient during the period 
of his confinement. In addition to this sum the Govern- 
ment agrees to pay the Sisters an annual amount of 
$35,000 to cover the fees of physicians, a secretary, office 
and pharmacy expenses, and so on, and $3.50 to cover 
the funeral expenses of every patient dying at the 
hospital. 

Chapter 3 is an Act to allow the Lieutenant-Governor 
in Council to order the Provincial Government to pay out 
of the appropriations by the Legislature for lunatic 
asylums the interest and sinking fund charges on any 
new loans negotiated by Les Seurs de la Charité de 
Québec to take the place of certain bond issues previous- 
ly guaranteed by the Government. 

Chapter 4 contains an Act entitled ‘‘ An Act respect- 
ing the increasing of a subsidy to La Communauté des 
Seurs de Charité de la Providence for the maintenance 
of St. Jean de Dieu Hospital’’. In 1934, by a contract 
similar to that mentioned above in connection with Les 
Seurs de la Charité de Québec, the Provincial Govern- 
ment had granted La Communauté des Sceurs de Charité 
de la Providence an annual subsidy of $52,500 to cover 
the fees of physicians, an enquiry commissioner, secre- 
taries and the cost of the pharmacy, surgery, and so on, 
required in their care of the insane, By the present Act 
the subsidy is increased to $62,500. 

Chapter 62 is ‘‘An Act to authorize the Provincial 
Treasurer to make certain advances while awaiting the 
contribution from municipal corporations for reforma- 
tory and industrial schools and lunatic asylums’’. 





Animal Health.—Chapter 31 amends the Revised 
Statutes of Quebec by adding as Chapter 70A the 
‘< Animal Health Protection Act’’. By it the Minister of 
Agriculture is ordered to direct the sanitation of herds 
and stables, and for that purpose to enter into the 
necessary agreements with farmers. Farmers owning 
stables free from disease may obtain a certificate to that 
effect. 


Private Hospitals—By chapter 66 the ‘‘ Private 
Hospitals Act’’ is added to the Revised Statutes as 
chapter 189A. This Act covers ‘‘every institution, other 
than a public charitable institution contemplated by the 
‘Quebec Public Charities Act’’ (Revised Statutes, 1925, 
Chap. 189), and other than a public institution receiving 
members of its staff or its pupils in its infirmary, in 
which, for payment, patients are received and treated 
for any cause whatsoever, or infants or young children 
are received, cared for or maintained.’’ In this defini- 
tion are included dispensaries, public consulting offices 
and clinics not subsidized by the Province and which are 
not attached to hospitals recognized as public charitable 
institutions. 

The Act provides that no one shall operate or manage 
a private hospital until he has obtained a licence. The 
licence is obtained by application to the Provincia 
Treasurer accompanied by a fee of $5.00 and a report 
signed by the director of the Quebec Bureau of Public 
Charities to the effect that the hospital has observed the 
provisions of the present Act, the regulations adopted 
under it, and the provincial health regulations. The 
licence must be renewed each year. An interesting pro- 
vision is that the licence may be cancelled at any time 
if, among other things, the hospital has attached to its 
staff a physician found guilty of an infringement of his 
professional duties by the Council on Discipline of the 
College of Physicians and Surgeons of the Province of 
Quebec. 

The Act provides that a register must be kept in 
every private hospital showing the date of entry, sex, 
age, name and address of the inmates and the date of 
their discharge or death. In the case of lying-in hospitals 
or of créches the register need mention only the date of 
birth of the child. Penalties are provided for infrac- 
tions of the provisions of the Act. 


Adoption.—Chapter 67 is ‘‘An Act to amend the 
Adoption Act’’ (Revised Statutes, 1925, Chapter 196). 


Burial and Embalming.—Chapter 68 is ‘‘An Act 
to amend the Burial Act respecting the embalming of 
bodies’’ (Revised Statutes, 1925, Chapter 208). The 
amending section provides that ‘‘The body of no person 
shall be embalmed before the obtaining of a certificate 
of death signed by a physician, nor may it be buried or 
cremated until the expiry of at least twenty-four hours 
after death’’. By this amendment no change is made 
in the time within which burial may take place. 


Pharmacy.—Chapter 69 is ‘‘An Act to amend the 


2 Pharmacy Act’’ (Revised Statutes, 1925, chapter 


Payment of Hospitals and Physicians.—Chapter 
85, the ‘‘Charitable Institutions Injured Persons Costs 
Payment Act’’, is a piece of legislation with interesting 
and important implications. The Act benefits any 
institution recognized by the Lieutenant-Governor in 
Council as a public charitable institution, and applies to 
any person who as the victim of an accident is admitted 
to the institution in virtue of the Quebee Public Charities 
Act or is treated in its public wards, although he does 
not come within the scope of that Act because of his 
domicile. 

It provides that when any such person makes a 
claim for damages resulting from an offence or quasi- 
offence he must include in his claim the account of the 
institution where he has been cared for and the accounts 
of the members of the staff who have treated, operated 
on, or cared for him. Provided the institution carries 
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out the formalities required of it with respect to the 
filing of a declaration and of detailed accounts, no 
settlement of such a claim is valid unless the amounts 
are paid directly to the institution or physicians con- 
cerned. Any amount granted by judgment for hospital- 
ization and medical costs must in the same way be paid 
over direct. If direct payment is not made the hospital 
and physicians may sue both the victim of the accident 
and the person effecting the settlement for their services, 
and in that event the question of liability for the offence 
or quasi-offence cannot be raised. 


Incorporations.—By chapter 154 Les Seurs des 
Sacrés-Ceurs de Jésus et de Marie are incorporated to 
carry on the education of children and to care for the 
sick. 

By chapter 156 Les Oblates Franciscaines de St. 
Joseph are incorporated to hospitalize, treat and instruct 
sick, convalescent, invalid or epileptic girls and women. 

By chapter 157 the Charter of the Hépital St. Joseph 
des Convalescentes is amended. 

By chapter 158 provisions are made regarding the 
sinking fund of certain bonds issued by Hopital St. Luc. 


SASKATCHEWAN 
25 GrorGE V, (1934-1935) 


Town Physicians.—Chapter 28, ‘‘ An Act to Amend 
The Town Act’’, adds sections 249a and following to 
that Act. These sections empower town councils to 
engage a legally qualified medical practitioner for 
the town at a salary not to exceed $2.00 per head of the 
town’s population. A by-law to that effect may be 
introduced by the council on its own initiative, and must 
be introduced if a petition is presented signed by not 
less than 25 per cent of the resident ratepayers. In either 
case it must be submitted to the electors for their 
approval. 


Village Physicians.— Chapter 29, ‘‘An Act to 
amend The Village Act’’, adds to that Act, in section 
157a and following, provisions: practically identical 
with those just referred to in the case of towns. 


Rural Municipalities—Chapter 30, which is ‘‘The 
Rural Municipality Act, 1935’’, contains frequent pro- 
visions relating to hospitals and to physicians and 
nurses. Section 177 empowers the council of munici- 
palities to pass by-laws relating, among other things, 
to the health of the municipality and the prevention 
of the spread of communicable diseases, to the grant- 
ing of aid not exceeding $1,000 in any one year to 
hospitals, to uniting with other municipalities in 
establishing hospitals, to uniting with other munici- 
palities in the organization of health districts and 
in the maintenance of a medical and sanitary staff, 
and to granting aid to the Canadian Red Cross 
Society and similar organizations. The section also em- 
powers the councils to pass by-laws making a grant not 
exceeding $1,500 a year to a legally qualified physician, 
or guaranteeing his salary up to the same amount, to 
induce him to take up practice within the municipality. 
Grants may similarly be made to qualified nurses to 
induce them to practise their profession within the 
municipality. 

The Act, in sections 178 and following, contains 
provisions relating to the hiring of physicians by the 
councils of municipalities similar to those referred to 
above in the case of towns and villages. Where one 
physician is hired for the whole municipality his salary 
is not to exceed $5,000 a year, unless the municipality 
comprises more than nine townships, when there may be 
an increase of $500 for each additional township. 
Similarly the council may engage a medical practitioner 
for three or more townships within the municipality, in 
which case his salary is not to exceed $750 per township, 
or $5,000 in all. 

In sections 232 and following are provisions for the 
care of the indigent sick and destitute. In a word, it is 


the responsibility of the municipality to make provision 
for indigent persons who have been residents of the 
municipality for at least thirty days and who are in 
need of medical attention. Hospitals which have ad- 
mitted indigent patients at the request of the munici- 
pality, or in an emergency without that request, may 
collect from the council a sum not exceeding $2.50 a day 
during the patient’s stay. Such expenses may be re- 
covered by the municipality from the patient or from 
certain of his relatives. None of these provisions how- 
ever, are to be held to exclude the municipal council 
from entering into agreements with hospitals for the 
care of patients on such conditions as may be agreed 
upon. 


Public Health.— Chapter 65 contains a minor 
amendment to ‘‘The Public Health Act’’. 


Limitation of Actions Against Hospitals. — 
Chapter 81 adds section 10 to ‘‘The Hospitals Act’’. 
Under this section no action in damages can be taken 
against those operating a hospital after the expiration 
of three months from the date upon which the damages 
were sustained, unless within one year a judge of 
the Court of King’s Bench gives permission, upon the 
completion of certain formalities. 


Union Hospitals.— Chapter 82 contains certain 
amendments to ‘‘The Union Hospital Act’’, particu- 
larly with regard to the temporary closing of a union 
hospital by its board. 


Tuberculosis Sanatoria.—Chapter 83 contains a 
minor amendment to ‘‘The Tuberculosis Sanatoria and 
Hospitals Act’’. Chapter 84 is ‘‘The Tuberculosis 
Sanatoria Superannuation Act, 1935’’, G.V.V.N. 


Abstracts from Current Literature 


Medicine 


Renal Amyloidosis. Altnow, H. O., Van Winkle, 
C. C., Maly, H. W., and Williams, L. E., Arch. 
Int. Med., 1935, 56: 944. 


This paper is confined to a study of 16 cases 
of renal amyloidosis in which a clinical diagnosis 
was made during life and confirmed by post- 
mortem observation of amyloid deposits in the 
kidney. The presence of amyloid matter was 
considered established when demonstrated by a 
methyl violet stain in the microscopical sections. 
As a result of their experience, the authors be- 
lieve that if in the course of advanced pulmonary 
tuberculosis complicated by a suppurative pro- 
cess both albumin and easts appear in the urine 
in considerable amounts a diagnosis of renal 
amyloidosis may be entertained, with the expec- 
tation that further study will confirm it, If 
associated with these changes, the liver and 
spleen are enlarged, the diagnosis may be con- 
sidered reasonably well established. If the liver 
and spleen are not enlarged, the presence of 
cedema, normal or low blood pressure, hypos- 
thenuria, a normal output of dye, normal non- 
protein nitrogen and normal fundi support the 
diagnosis. 

The most frequent clinical complication of 
tuberculosis was enteritis, while the most com- 
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mon complication observed post mortem was 
tuberculous adenitis. The average duration otf 
albuminuria and-eylindruria was thirty months. 
With only one exception, the ability of the kid- 
neys to seerete urine of normal specific gravity 
was lost. Hypertension, arteriosclerosis of the 
retinal vessels, and retinitis did not enter into 
the clinical picture. 

The liver was enlarged clinically in 7, and the 
spleen in 5 of the 16 cases. Hence, if enlarge- 
ment of the liver had been made a requisite for 
a positive diagnosis of renal amyloidosis the per- 
centage of diagnostic error would have been 44 
per cent. If the usual textbook triad of the older 
clinicians of chronic suppuration, enlarged liver 
and spleen demonstrable by physical examina- 
tion, and albuminuria had been insisted upon, 


the diagnostic error would have been 75 per cent. 
LEYLAND J. ADAMS 


Cataracts and Dinitrophenol. Cogan, D. G. and 
Cogan, F. C., New Eng. J. Med., 1935, 213: 
854. 


In the last three months 20 cases of cataracts 
developing after the use of dinitrophenol have 
been reported, The average age of occurrence is 
37.9 years, with extremes of 25 and 50. With one 
exception all the cases occurred in women. Ex- 
cept one patient all were taking dinitrophenol in 
the recommended therapeutic doses, and the 
majority were taking it under the supervision 
of a physician. The average loss of weight 
recorded was 50 pounds. In only three of these 
cases were other toxic symptoms noted. 

Tissue anoxemia may account for much of the 
damage to the lens. Dinitrophenol apparently 
increases the cellular metabolism to a degree 
inordinate with its oxygen supply. The tissues 
become acidotie, lactic acid is piled up, and the 
products of decomposition are incompletely 
oxidized. Marked reduction of the toxic effects 
of dinitrophenol is obtained by the inhalation 
of pure oxygen. The relatively remote’ position 
of the lens from its nutritive source renders it 
more vulnerable than other tissues. It seems 
likely that the cataracts are the result of damage 
to the lens epithelium rather than to precipita- 
tion of the lens constituents. This is why the 
toxie effects occur after prolonged use of the 
drug and may appear after the drug has been 
discontinued. 

LILLIAN A, CHASE 


A Family with Myotonia Congenita (Thomsen’s 
Disease). J. Sanders, Genetica, 1935, 17: 253. 


Sanders reviews the history of this interest- 
ing disease, which was first described by Thom- 
sen in 1876 in order to save his son from 
punishment for malingering by the German 
military authorities. The disease is character- 
ized by tonic contractions of the voluntary 
muscles whenever a voluntary action is to be 
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carried out, thus temporarily paralyzing the 
subject into complete immobility. Gradually 
the spasm relaxes, the patient begins to perform 
the act required, and, as he warms up, the 
spasm disappears and he proceeds normally. 
Following cessation of movement, the same 
cycle occurs at the initiation of the next volun- 
tary act. Thomsen had suffered from this 
disease all his life, and been punished as a child 
for disobedience, when he failed to move as 
soon as he was spoken to. When his son was 
born with the same disease, he realized that it 
was a hereditary disease; and twenty years 
later, when this son was in military service, 
published a study of his own ease and of several 
of his family to show that it was a disease 
which the individual could not overcome. 
Forty-seven years later Nissen, a member of the 
same family, brought the family tree up to 
date. His two brothers had joined the army in 
the world war. One of them was dismissed 
three days later, because at the command 
‘“March’’ he became frozen into immobility, 
and his comrades were far ahead of him before 
he could move. The other brother was not so 
fortunate, and in his regiment was accused of 
malingering and punished severely. Sanders 
remarks, ‘‘Had the military authorities learned 
nothing in over forty years?’’ Even in his new 
menial duties, his stiffness and inability to carry 
out commands was finally recognized as bona 
fides, and he was sent to the hospital for electrical 
treatment to limber up his muscles, where he 
finally came into the hands of a physician who 
understood the disease and released him. (Not 
so fortunate was the German soldier who was 
suffering from the same disease, and committed 
suicide rather than submit further to the pun- 
ishment he was undergoing to break him of 
his malingering habits!) 

Sanders then records a family in Holland who 
may have been a branch of the German family, 
but which could not establish connection there- 
with. Through six generations in which there 
were 133 men and women he traces the disease, 
affecting 32 men and 42 women, a total of 74 
affected out of 133 persons, or a little over 55 
per cent. 

He concludes that the disease acts as a 
dominant, inasmuch as no unaffected person 
ever transmitted the disease to his children or. 
descendants in this family. Approximately 
one-half of the offspring of an affected parent 
were affected. The sexes were affected approxi- 
mately equally. These observations correspond 
to the rules required of dominance. There is 
no tendency to mental deterioration among the 
affected. Merchants, bank directors, profes- 
sors, ministers, officials were among the af- 
fected. The disease is not fatal, but very 
embarrassing, for every attempt at voluntary 
effort is accompanied by spasm, so that in 
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shaking hands the victim can scarce initiate the 
motion in time to grasp the hand of the other 
person, but once having grasped it cannot let 
go. One man in order to talk had to move his 
jaws up and down with his hands to get them 
limber enough to speak. 

MADGE THURLOW MACKLIN 


Surgery 


Fractures of the Spine. Irwin, 8. T., Brit. M. J., 
1936, 1: 1. 


The author discusses 34 cases of fractured 
spine. 

Fractures of the atlas are tension fractures. 
A force transmitted through the skull tends to 
spread the lateral masses of the atlas laterally. 
Divarication of these masses occurs, the frac- 
ture being through the weaker posterior arch. 
Forty-five per cent of such fractures are not 
fatal, the cord escaping injury. There may be 
an associated fracture of the odontoid process. 
The diagnosis depends on the history, pain, in- 
ability to nod the head, to rotate it or support 
it without pain, rigidity of the neck muscles, 
and neuralgia or anesthesia over the distribu- 
tion of the great occipital nerve. Examination 
may show undue prominence of the spine of 
the axis,-and an abnormal prominence of one 
side of the atlas in the pharynx. Stereoscopic 
skiagrams, lateral and antero-posterior, should 
be taken. The latter should be taken through 
the open mouth. Obvious deformity requires 
reduction. Immobilization in plaster-of-Paris, 
followed by the wearing of a leather collar is 
the treatment. Accurate knowledge of the con- 
dition of the odontoid should be obtained be- 
fore attempting reduction. 

The commonest site of fracture in the axis is 
the base of the odontoid process. It is diag- 
nosed radiologically. It is treated by immobil- 
ization in plaster-of-Paris. Bony union is rare. 

Injury above the fourth cervical segment 
without cord damage is usually a pure dis- 
location. There is deformity. The diagnosis is 
confirmed by x-ray. Reduction followed by 
immobilization forms the treatment. Except 
for pain, weakness, and stiffness the prognosis 
is good. Fracture-dislocations in this region 
usually produce severe cord lesions and rapid 
death. 

Those with severe cord lesions below the 
fourth cervical segment may live some time, 
since the phrenic nerve escapes. The ultimate 
prognosis is bad. The diagnosis is made on the 
usual lines, including neurological examination, 
and is relatively easy. 

Compression fracture of a vertebral body 
is the most important of all spinal injuries. 
It is the commonest form, comprising about 
40 per cent of all spinal fractures. Seventy per 
cent escape gross nerve injury. It may be due 


to slight violence. It is easily diagnosed. The 
results of treatment are, on the whole, good. 
Irreparable deformity results from failure of 
treatment, 

In compression fractures the exciting cause is 
almost always indirect violence. Fractures of the 
lower two dorsal and upper lumbar vertebre in- 
elude more than 50 per cent of all fractures of 
the spine. The extent of the wedging depends on 
the amount of violence. Treatment is as advo- 
cated by Watson Jones, i.e., reduction by hyper- 
extension, and immobilization in plaster. 

Fracture of the coceyx results from a fall on 
the buttocks. It is most easily recognized by 
digital examination per rectum. The treatment 
consists in restoration to normal position, or 
excision. 

Spinous process fractures are the result of 
direct violence. Following immobilization fibrous 
union results. Fractures of the lamine are due 
to direct violence. There may be cord symptoms. 
Open operation is indicated, especially if evi- 
dence of cord compression is present, The prog- 
nosis is good. 

Fractures of the transverse processes are due 
to muscular contraction. The injury is uni- 
lateral, usually multiple, and always in the lum- 
bar region. Immobilization in bed for two or 
three weeks is followed by massage and exercises. 

STUART GORDON 


Irreducible Intussusception. Elliot-Smith, A.., 
The Lancet, 1935, 2: 992, 


When in the operative treatment of intus- 
susception it is found that the usual manipula- 
tive procedures will not relieve the condition, 
the question arises, what is the operation now 
offering the best chance of recovery? Delay in 
operating is responsible for the difficulties in 
reduction, the vascular obstruction giving rise to 
congestion, ceedema, and finally gangrene of the 
intussusceptum and adhesion between the enter- 
ing and returning layers. 

Diagnosis is made on a history of acute ab- 
dominal pain, vomiting, tumour, and, usually, 
passage of blood per rectum. Delay in diagnosis 
is usually due to the absence of one of the above 
symptoms, ¢.g., waiting until blood is passed per 
rectum. Intussusception starting in the small 
bowel advances more slowly and is more difficult 
to diagnose than the common ileocecal type. 
‘‘The type of intussusception with milder symp- 
toms is ultimately the most fatal.’’ 

Alternatives in the operative treatment of 
irreducible intussusception are (a) resection and 
anastomosis, and (b) artificial anus or short 
circuit to relieve obstruction. Resection in chil- 
dren under three years has a mortality of prac- 
tically 100 per cent. The Bowerman-Jessett 
modification is technically difficult. The risk of 


sepsis and liability to stenosis later makes it an 
The cause of death in 


unreliable procedure. 
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fatal untreated cases is rarely peritonitis. Arti- 
ficial anus is unsatisfactory in children, produc- 
ing rapid and fatal dehydration. Lateral 
anastomosis (short circuit) relieves obstruction, 
largely avoids shock and dehydration, It has 
been successful in children as young as six 
months. Four eases are reported. 

Conclusions — Irreducible intussusceptions 
showed indefinite signs and symptoms before 
operation. The lethal factor is intestinal obstruc- 
tion. Peritonitis from a gangrenous loop is rare. 
When obstruction is relieved, no ill effects are 
observed from leaving the gangrenous loop in 
the abdomen. Short circuiting the obstruction 
offers the best. chance of recovery. 

S. A. McFETRIDGE 


Obstetrics and Gynecology 


The Month of Conception of 935 Congenitally 
Malformed Individuals. D. P. Murphy, Am. 
J. Obst. & Gyn., 1936, 31: 106. 


Petersen has claimed that he found a concen- 
tration of congenital malformations in the areas 
of the United States which were what he 
termed ‘‘storm tracks’’. In a subsequent paper 
he asserts that there is also a seasonal variation 
in the conception times of malformed children, 
and he correlates this with variations in the 
barometric pressure. He has found that a dis- 
proportionately large number of malformed 
infants is conceived in the months of March 
and April in Chicago; in facet, 120 per cent of 
the expectancy is the disproportion he finds. 
He finds that the greatest variation in baro- 
metric pressure occurs in spring months, and he 
deduces that the latter is the cause of the 
former. 

Murphy, in Philadelphia, has studied the 
conception times of 935 congenitally malformed 
children. The records were obtained over a 
five-year period, and the individual was listed 
as a case of congenital malformation only when 
the defect was obvious on the surface of the 
body or when autopsy revealed an internal 
defect. Such rigid exclusion of cases supposed 
to have a congenital defect not verified by 
autopsy or operation reduced the original 
number of records from 1,476 to 890. The 
mothers of 540 of these defective children were 
interviewed, and data obtained as to the con- 
ception time not only of malformed but of 
normal children. Thus, conception months for 
2,025 persons were obtained, 1,590 normals and 
935 malformed infants. When the data were 
plotted it was found that results just the 
opposite of Petersen’s were obtained. More 
normal children and fewer malformed infants 
were conceived in the spring months than would 
be expected, and fewer normal children. and 
more malformed infants were conceived in the 
summer months than would be expected. Baro- 
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metric records for this region for that five-year 
period showed that the period of greatest 
variability was in January, and the least in the 
summer months. Murphy attributes no signifi- 
eanee to the variation in conception months 
which he found, feeling that the variations 
were not statistically significant. He concludes 
that for Philadelphia there is no evidence what- 
ever to support the view that there is a seasonal 
trend toward the conception of malformed 
infants. 

MADGE THURLOW MACKLIN 


Pediatrics 


Coma with Glycosuria not due to Diabetes Mel- 
litus. Fleming, G. B., Herring, A. and 
Morris, N., Arch Dis. Child., 1935, 10: 397. 


Glyeosuria with hyperglycemia does not neces- 
sarily indicate true diabetes mellitus. Never- 
theless, the association of coma with glycosuria, 
even though acetonuria is only slight, almost 
always leads to the diagnosis of diabetic coma. 
The authors report two cases in which there was 
profound coma with sugar in the urine where the 
symptoms were due to other causes. 

The first ease was in a boy of eleven years. At 
the age of two weeks he had suffered a depressed 
fracture in the left frontal region. Six months 
before admission he began to have attacks of 
headache and giddiness, followed by vomiting. 
On the evening before admission he became 
comatose, when he was sent to hospital as a case 
of meningitis. Kernig’s sign was positive, but 
nuchal rigidity was only slight. Lumbar punc- 
ture gave 40 cc. of clear fluid under greatly 
inereased pressure. The cell count was 13 per 
e.mm. and the Pandy test was negative. The 
urine contained much sugar and a moderate 
amount of acetone and diacetie acid. Twenty 
units of insulin and 20 g. of glucose were given 
and the boy soon regained consciousness. Six 
hours later the blood sugar was 75 mg. per 100 
e.c., and the urine contained only a trace of 
sugar. The right pupil was larger than the left 
and both fundi showed optic neuritis, with 
numerous hemorrhages. Four months later the 
fundi were normal. Two years later sugar and 
acetone were found in a specimen of urine taken 
one hour after 43 g. of glucose had been given. 
The diagnosis here was suprapituitary tumour, 
probably an adamantinoma, giving the typical 
Frohlich syndrome with disturbance of carbo- 
hydrate metabolism. 

The second case was a boy of two years who 
was admitted in an unconscious state, but could 
be roused with difficulty. Temperature was 
101° F. The Kernig sign and nuchal rigidity 
were absent. The urine contained much sugar 
and a faint trace of acetone, but no albumin. 
The child was treated for diabetic coma. The 


next morning he was awake, and the urine con- 
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tained no sugar. The blood at 9 a.m. that day 
gave 39 mg. of sugar per 100 ¢.c. The Wasser- 
mann test was negative. Six months later a 
skiagram of the skull revealed separation of the 
sutures and ‘‘splaying’’ of the sella, indicating 
inereased intracranial pressure. At this time 
the urine was free from sugar and acetone, and 
the fasting blood sugar was 76.2 mg. per 100 c.c. 
The diagnosis was not certainly made, but some 
intracranial lesion seemed probable, possibly 
situated in the pituitary region, 

JOHN NICHOLLS 


Pertussis and its Treatment with Gold Tribro- 
mide. Epstein, J., Arch. of Pediat., 1936, 53: 
52. 


Three hundred cases of whooping cough are 
reported. Two hundred and twelve of these 
were treated with tribromide of gold in the 
form of an elixir known as Elixir Bromaurate. 
In the other 88 cases, intended as controls, the 
usual remedies against whooping-cough were 
employed. Pertussis vaccine was used in 20 
cases. The results were, without doubt, in 
favour of the gold treatment. This shortens 
the duration of the illness from months to 
weeks, and reduces the violence of the spasms 
of coughing. Gold tribromide is preferable to 
other salts of gold because in therapeutic doses 
it has no toxie action and can be given by the 
mouth, thus doing away with the disadvantages 
of hypodermic, intramuscular and intravenous 
medication. As tribromide of gold is incom- 
patible with many drugs and is readily decom- 
posed when dispensed in pills, capsules, and 
aqueous solutions care should be taken to em- 
ploy only a reliable preparation, such as Elixir 
Bromaurate. 

. JOHN NICHOLLS 


Ophthalmology 


- Pupillary Movements: A New Theory on the 
Pathogenesis of the Argyll-Robertson Sign. 
Buenafama, A., Ann. d’Ocul., 1935, 172: 672. 


The classical theory on pupillary movements 
to light, as well as on the passage of the reflex 
as universally accepted, is not justified by any 
physiological observation. The classical inter- 
pretation connected with photo-motor move- 
ments of the pupil does not explain the pupil- 
lary pathology. If we interpret the photo- 
motor reflex as we have done by supposing that 
there is a dilatation movement, the pupillary 
pathology is perfectly clear. The phylogenetic 
development of the movements of the iris is in 
accord with our interpretation and not with 
classical physiology. The typical Argyll- 
Robertson sign is due to paralysis of the dilator 
of the pupil. The author uses the word 


‘*typieal’’ Argyll-Robertson because he thinks 
there exists an exception to this which does not 


present all the characteristics, the pathogenesis 


of which will be shown in a later article. 
S. HANFoRD MCKEE 


Uveal Sarcoma—Malignant Melanoma. Terry, 
T. L. and Johns, J. P., Am. J. Ophth., 1935, 
18: 903. 


Malignant melanomata are relatively rare, 
being found on an average in 5 out of 10,000 
patients who visit eye clinics. In 1931 Cal- 
lender described 4, or perhaps 5, specific 
types into which all primary malignant uveal 
neoplasms can be classified. The age distribu- 
tion was consistent with the findings of others. 
Among 94 eases, 55 occurred in the fourth, fifth 
and sixth decade. In the series of Terry and 
Johns the tumour was neither diagnosed nor 
even suspected in 42 cases. Recurrence in the 
orbit was rarely noted. In many eases the 
sclera had been deeply invaded, and in a num- 
ber of these there was definite evidence that 
the tumour cells were left in the orbit at the 
time of enucleation. The liver is definitely the 
most fertile field for metastasis. There is no 
correlation between the shape of the tumour 
and malignancy. The nodular forms of malig- 
nant melanomata suggest the possibility of 
multiple origins, or intraocular metastasis. 
There were four possible sources of pigment in 
these tumours: (1) the true melanotie pigment; 
(2) normal chromatophore pigment of the 
uveal tract, engulfed by the growth of the tu- 
mour; (3) pigment epithelium of the retina; 
and (4) blood pigment from hemorrhages. The 
retina was separated in 85 of 91 cases. Metas- 
tasis that becomes evident many years after 
enucleation may result from a more recent 
metastasis of orbital recurrence that is not 
recognized. The formation of pigment is un- 
related to normal pigmentation of the eye and 
is probably of no prognostic value. 

S. HANForD MCKEE 


Oto-Rhino-Laryngology 


Some Csophageal Affections in Young Chil- 
dren. Kelly, A. B., J. Laryngol. & Otol., 1936, 
51:78. | : 


The author describes his personal experience 
with csophageal diseases in infants and young 
children, and draws the following conclusions. 
Shortening of the esophagus may be congenital 
or post-natal, or may begin before birth and 
continue to develop after birth. In connection 
with congenital shortening of the csophagus 
and the associated thoracie stomach, the follow- 
ing points are stated: (1) that this abnormality 
is not so rare as at first supposed; (2) that in 
the early years of life the cardiac canal is liable 
to spasmodic closure, which causes regurgita- 
tion and wasting; (3) that the closure can be 
overcome by passing a bougie, and that opera- 
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tion is not needed; (4) that in later childhood 
there is less trouble from spasm; (5) that the 
writer knows of no death which could be direct- 
ly attributed to inanition caused by obstruction 
of the cardiac canal of a congenitally short 
cesophagus; (6) that necropsies on adults have 
proved that the presence of a thoracic stomach 
due to congenital shortening of the esophagus 
does not preclude the attainment of healthy 
old age. 
Post-natal shortening and narrowing of the 
. esophagus was found in two eases due to spasm 
and associated with a large hiatal hernia. A 
spasm of the eardiae canal and at the lower end 
of the thoracic cesophagus gave a characteristic 
radiological appearance, as shown in two cases. 
In several of the cases described the shortening 
of the csophagus was evidently due to both 
ante- and post-natal factors. The latter were 
mainly of the nature of an ascending fibrosis 
This condition proved fatal in several instances. 
Guy H. Fisk 


The Defences of the Air Passages. Thomson, 
Sir StClair, J. Laryn. & Otol., 1936, 51: 1. 


In this article, which is the Semon lecture for 
1935, the author recalls an experimental study 
made forty years previously by Professor Hew- 
lett and himself on the micro-organisms of the 
nasal sinuses in health. They demonstrated that 
in 80 per cent of the cases the nasal mucosa was 
sterile. An enumeration of the various methods 
of defence of the respiratory passages to bacterial 
infection follows. The mucus and the ciliary 
mechanism form the first and most important 
line of defence and depend on one another for 
their efficacy. There is a detailed description of 
the action of these cilia in the various nasal 
cavities and. passages, together with the methods 
employed for studying them and their clinical 
and microscopic appearances in diseased econdi- 
tions, The desire of the author is to show the 
complexity and perfection of these defences, their 
mode of action and interaction and that a knowl- 
edge of their normal activity must precede any 
attempt to study diseases of this region. 

Guy H. Fisk 


Urology 


The Present Status of Prostatic Resection. 
Day, R. V., J. Urol., 1935, 34: 428. 


Not only does the mortality rate depend upon 
the type of case to be dealt with but also upon 
the experience, skill and judgment of the sur- 
geon, together with the hospital organization. 
By recognition of all these factors not only will 
the mortality attain a minimum but, what is 
equally important, the morbidity. While experi- 
ence will not always produce an ace resectionist 
certainly one cannot become accomplished until 
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he has performed at least 50 such operations. 
All in all, provided the urologist is skilled in 
the procedure to be adopted, there should be no 
difference in the mortality rate in a given type 
of case, whether the patient undergoes a resec- 
tion or an enucleation. On the other hand re- 
section in the hands of unskilled men has 
certainly shown a higher mortality than prostat- 
ectomy, even excluding the numerous major 
accidents with ensuing dire complications in re- 
sected patients who did not die. 


One of the outstanding claims for resection has 
been the short period of hospitalization. This is 
often true, but equally often persistent infection, 
the need for repeated resections, or the oceur- 
rence of secondary hemorrhages, have prolonged 
the period beyond that for prostatectomy. After 
all, the possibility of shortening the period of 
hospitalization as compared to the certainty of 
cure should not influence the decision, 


The author’s main indictment against resection 
is its use in large hypertrophies where results 
are unreliable and persistent morbidity is fre- 
quent; and in the group of patients with only 
slight hypertrophy and small residual urine 
where there is no real indication for any opera- 
tion and where resection is followed by a great 
deal of urinary irritation. Many statistical 
figures include a large percentage of these latter 
cases in which there should be no mortality. 

Resection is the procedure of choice and gives 
good results in (1) selerotie prostates; (2) 
median lobe hypertrophies, (3) limited hyper- 
trophies, (4) carcinomas, (5) post-operative tags 
and bars, (6) prostatic ealeuli. 

N. E. BERRY 


Vaso-orchidostomy with Interposed Spermato- 
cele: A Procedure for the Treatment of 
Sterility. Wilhelm, S. F., Arch. Surg., 1935, 
30: 967. 


The purpose of this operation is to form a 
spermatocele, as the likelihood of suecess is thus 
inereased. The operation is performed in two 
stages. First a funnel-shaped sae lined with 
epithelium is formed to unite the tubules of the 
epididymis or rete testis to the divided end of 
the vas. This is done by making a permanent 
vasostomy, leaving the skin edges apart to permit 
the formation of an area of soft hairless 
epithelium. The next step is the dissection of 
the vas and a cuff of skin. The epididymis is 
then aspirated for sperm; if found, it is freely 
incised. If sperm is not found the epididymis is 
removed and the rete cut across. All bleeding is 
controlled and the umbrella of skin with the vas 
is sutured around at some distance from the 
opening in the epididymis or in the cut rete. 
Great care is taken not to injure the testis and 
the operation is completed without drainage. 

N. E. BErry 
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Anesthesia 


Postanesthetic Headache. Harrison, P. W., 


Arch. Surg., 32, 1: 99. 


The author has had considerable experience 
with spinal anesthesia in Arabia where in addi- 
tion to the ordinary hospital patient it is fre- 
quently used on patients who wish to walk home 
afterward. Ordinarily a great many patients did 
not suffer from spinal headache if they remained 
recumbent after the operation, but there was 
still an appreciable number who did. Those who 
sat up or walked around almost invariably 
suffered from severe and persistent headache. 
With a view to preventing this, several interest- 
ing investigations were carried out. 

Realizing that the irritating nature of the 
drug used was responsible for a large percentage 
of the headaches, the author devised a solution 
of procaine hydrochloride, of a concentration of 
5.48 per cent, which is isotonic with spinal fluid. 
To this was added calcium chloride in a quantity 
sufficient to make the strength 0.024 per cent. 
The pH of the solution was set between 7 and 
7.2. This solution affords an anesthesia lasting 
from one hour to one hour and a quarter. The 
improved anesthetic solution alone gave a great 
improvement in the number of postanesthetic 
headaches, but the case of the ambulant patient 
was not yet solved. 

The uniform appearance of headaches im- 
mediately after the disappearance of the anes- 
thesia suggested a vasomotor reaction in the 
vessels of the meninges and cord which involved 
some disturbance in cerebrospinal hydrostatics. 
The vessels shrink in volume and there is a slight 
increase in the space to be occupied by the spinal 
fluid and as a result a slight drop in the intra- 
arachnoid pressure. This is accompanied by 
increased absorption of spinal fluid from the 
subarachnoid space and as a result headache 
occurs. 

Finally the author began the intravenous in- 
jection of 4 ounces of 5 per cent dextrose in 
physiologic saline solution immediately following 
the operation, The slight hydremia which the 
dextrose solution induces is sufficient to check 
the excessive absorption until recovery or com- 
pensation can take place, thereby reducing the 
disturbance in cerebrospinal hydrodynamics to 
so low a level that headache does not oceur. The 
results, in ambulatory patients in particular, 
have been most gratifying. 

ARTHUR WILKINSON 


Therapeutics 


Tiger-Snake Venom in the Treatment of Ac- 
cessible Hemorrhage. Rosenfeld, S. and 
Lenke, 8. E., Am. J. M. Sc., 1935, 190: 779. 


The authors have successfully employed the 
venom of the Australian tiger-snake (Notechis 


scutatus) for the stopping of hemorrhage from 
accessible lesions in various blood dyserasias. 
The venom of this reptile will produce a very 
marked increase in the rapidity of clotting im 
vitro in many hemorrhagic diseases, such as 
leukemia, purpura hemorrhagica, hemophilia, 
ete. 


Clinically the venom, in 1:5,000 dilution, 
applied on cotton pledgets to accessible bleeding 
surfaces, will produce local hemostasis in from 
one to five minutes. In 8 cases, including 
thrombocytopenic purpura, hemophilia, and 
leukemia, this method produced rapid local 
hemostasis where other hemostatics such as 
thromboplastin, tannic acid, adrenalin, and ferric 
chloride, failed. However, it did not prevent 
the recurrence of hemorrhages or otherwise 
affect the course of the disease. In no instance 
was there evidence that the neurotoxin of the 
venom did any damage, Even in patients who 
received 15 to 30 e.c. of 1 in 5,000 solution oral- 
ly or intranasally no impairment of the cranial 
nerves or muscular weakness was noted. The 
authors point out that the drug is suitable for 
local applications only, and is not to be con- 
fused with moceasin snake venom, which is 
given intradermally or subcutaneously. 

E. 8. MILs 


Theophylline in the Treatment of Disease of 
the Coronary Arteries. Smith, I’. M., Rathe, 
H. W. and Paul, W. D.: Arch. Int. Med., 1935, 
56: 1250, 


The authors report their experience, covering 
a period of eight years, with the use of theo- 
phylline and theophylline ethylenediamine in the 
treatment of disease of the coronary arteries 
manifested by congestive failure, paroxysmal 
dyspnea, angina on effort and coronary occlu- 
sion. Four cases are reported, illustrating the 
action of theophylline in the treatment of con- 
gestive failure due to disease of the coronary 
arteries. The action of the drug is prompt and 
generally evident in all cases in which it is 
possible to restore the cardiac function, provided 
the work of the heart is reduced to the minimum 
through absolute rest in bed, relaxation and 
sleep. Their treatment consisted of rest in bed, 
a cardiac diet, liquid petrolatum, 44 grain of 
phenobarbital after meals and at bedtime, and 
14 grain of morphine sulphate when required 
for sleep. Theophylline ethylenediamine, 114 to 
3 grains, three times a day was added. In some 
cases, digitalis was prescribed in conjunction 
with the theophylline. 

They report favourable results in 72 of 110 
eases of paroxysmal dyspnea, angina on effort 
and occlusion of the coronary arteries. They 


recommend that theophylline be prescribed as 
soon as the diagnosis of disease of the coronary 
arteries is established, and that its administra- 
tion be continued over a long period of time, in 
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order to insure the maximum benefit. They 
stress however, that this constitutes only one 
measure in treatment and should not be em- 
ployed to the exclusion of other established 
means of restoring ecardiae function. 

LEYLAND J. ADAMS 


A Contribution to the Treatment of Burns. 
Turner, A. C., Brit. M. J., 1935, 2: 995. 


While the tannic acid treatment of burns was 
a great advance over older methods it is 
possessed of certain disadvantages. In the first 
place, the coagulum formed is coarse, tough and 
not transparent. Pus formation is difficult to 
diagnose and may spread over a large area with- 
out perforating the scab; hence much young 
epithelium may be destroyed. Moreover, granu- 
lation tissue under a bed of pus is always coarse 
and searring is produced. It would seem de- 
sirable then that a drug giving a thin, trans- 
parent scab be used if possible. Another dis- 
advantage of tannic acid is its destructive action 
on the bed clothes; if these are protected with 
rubber, the burned parts in contact do not do 
well because of the hindrance to free ventilation. 
Moreover, tannic acid is unstable in watery solu- 
tion, making its use cumbersome in first aid or 
hospital practice. 

After experimentation, the author found that 
mereurochrome in 2 per cent watery solution 
was not only possessed of strong antiseptic 
properties but when applied to the freshly 
burned surface was successful in causing the 
formation of a thin, semi-transparent crust. 
This drug is indefinitely stable in solution, does 
not precipitate protein, and is non-irritant to 
the tissues. A final advantage is that epithelial- 
ization under the scab takes place rapidly. 

The author has now used the mereurochrome 
treatment extensively for over a year with ex- 
cellent results. His technique is as follows. No 
general anesthetic is used; large doses of 
opiates are given. All dead tissue is stripped 
from the burned area and all foreign matter 
removed. Cleansing is effected with normal 
saline at 100°. The area is then swabbed over 
with a 2 per cent aqueous solution of mereuro- 
chrome and is immediately dried with an 
electric drier. The first day, four applications 
are used, the second, three, and the third, two. 
The burned areas are always freely exposed to 
the atmosphere. If pus forms, it is readily 
seen, is evacuated, the area cleansed with 
saline, and mercurochrome reapplied. The 
author claims less general reaction during con- 
valescence, a minimum of pain and discomfort, 
no toxie effects, and little scarring. 

W. Forp CONNELL 


Pathology and Experimental 


Medicine 


Effect of Theophylline Ethylenediamine on Ex- 
perimentally Induced Cardiac Infarction in 
the Dog. Fowler, W. M., Hurevitz, H. M. and 
Smith, F. M., Arch, Int. Med., 1935, 56: 1242. 


The authors report experiments on the effect 
produced by theophylline ethylenediamine (eu- 
phyllin) upon the coronary arteries. 

A comparison of the various drugs used in 
perfusion of the isolated heart of the rabbit, re- 
vealed the vast superiority of theophylline 
ethylenediamine in augmenting of the coronary 
flow. The immediate effects of the drug were 
studied in six dogs. After exposing the heart, 
the anterior descending branch of the left 
coronary artery, together with the accompanying 
vein, was ligated just above the origin of the 
last main branch. Almost immediately an area 
of cyanosis appeared distal to the ligation. This 
gradually inereased in size and reached its 
maximum extent in about five minutes. Two c.c. 
(0.48 g.) of theophylline ethylenediamine were 
injected intravenously, with striking regression 
of the area of cyanosis. The extent to which the 
eyanosed area disappeared varied from animal 
to animal, but from 50 to 90 per cent of the 
cyanosed area was restored to normal colour in 
each instance and became indistinguishable from 
the uninvolved area, 

The late effects of the drug were studied in 
nineteen dogs. Three weeks after ligation of the 
anterior descending branch of the left coronary 
artery, just distal to the origin of the last main 
branch, the hearts were examined at autopsy. 
The first ten of these animals served as controls, 
whereas the remaining nine had been given 
theophylline ethylenediamine orally, 3 grains 
(0.195 g.) daily after the operation. The area 
of fibrosis was markedly diminished in the 
latter group. 

The authors believe the changes observed both 
as to early and as to late effects were dependent 
on the action of the drug upon the collateral cir- 
culation. They recommend the use of theophyl- 
line ethylenediamine in the treatment of acute 
coronary occlusion in human beings. 

LEYLAND J. ADAMS 


The Sterols, Sex Hormones and Cancer. Bourne, 
G., J. Cancer Res. Comm. Univ. of Sydney, 
1935, 7: 34, 

The author has published this paper on the 
study of cancer in the hope of arousing interest 
in the epoch-making researches of Dodds, Ken- 
naway and Cook into the relationship between 
sterol metabolism of the body and the develop- 
ment of cancerous growths. The last-mentioned 
investigators, during the past two or three years, 
have succeeded in isolating from coal tar a 
number of substances capable of causing the de- 
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velopment of cancerous growths. They have 
established the general chemical characters of 
these substances as those of a sterol. They be- 
long to the same great group as the male sex 
hormone (androkynin), the female sex hormone 
(estrin), vitamin D, cholesterol, and the bile 
acids. This curious chemical coincidence is al- 
most certainly of profound significance to the 
study of the cancer problem. Bourne discusses 
the possible relationships of the carcinogenetic 
principle to sex sterol metabolism. He suggests 
as a working hypothesis to guide further study 
that there is a carcinogenetic principle circulat- 
ing in the body, as well as a localized area of 
capillary stasis. The ecarcinogenetic principle 
will accumulate around this area (as a result of 
the blockage) and gradually increase in concen- 
tration. Once this concentration has passed a 
certain minimum the tissue reaction will be such 
that a tumour growth will be initiated. In sterol 
metabolism probably lies the secret of all can- 
cerous growths. To explain why we sometimes 
get a metaplasia of an adult tissue into one of a 
different kind he cites the discovery by certain 
workers at Cambridge of ‘‘organizers’’, sub- 
stances of the nature of sterol, which, when ap- 
plied to a developing ovum, can _ persuade 
practically any organ to grow in practically any 
position in the embryo. Consequently, local 
aberration in sterol metabolism may lead to 
tissue metaplasia. Studies are to be carried out 
to test the validity of this conception, 

JOHN NICHOLLS 


The Hinton Test. Its Clinical Value. Cheever, 
A. W., New Eng. J. Med., 1936, 3: 112. 


Those who have been dealing with syphilis for 
a number of years have come to realize the in- 
adequacies of the Wassermann test. In the 
latent and the late stages it fails in a fairly high 
percentage of cases. The greater delicacy of the 
Hinton test is not achieved at the expense of 
dependability, for false positive Hintons are 
fever in number than false positive Wassermanns 
or Kahns. 

The author reports a series of 143 cases in 
which the Wassermann, Kahn, and Hinton tests 
were made simultaneously. The Wassermann 
test, with only 19 positives, fell far behind the 
Hinton, which showed 67 positive reactions. 
The Kahn test gave 34 positives. 

When the Hinton test first became available 
the question was raised as to whether the in- 
creased delicacy would not be accompanied by a 
great increase in the number of false positives. 
Mugrage found one false positive in a group of 
750 positive Hintons, 

In detecting unsuspected syphilis in a group 
of approximately 5,000 cases of cancer, tuber- 
culosis and pregnancy, the Hinton test was found 
to be twice as efficacious as the Wassermann. 

LILLIAN A. CHASE 


Obituaries 


Dr. Ross Livingston Blackadar, of Port Maitland, 
N.S., suffering from a spinal injury, was admitted to 
the Yarmouth Hospital in the latter part of December, 
1935. This injury resulted from an accident a year ago 
when his automobile overturned. On January 10th he 
died from a heart attack. Dr. Blackadar was a graduate 
in Medicine of Dalhousie University (1902) and had 
practised for many years at Port Maitland. He served 
for a time as Medical Officer of Health of Yarmouth. 
He was sixty-one years of age at the time of his death. 
He is survived by his wife, one son, one daughter, and 
three brothers. 





Dr. J. A. Gadbois, of Outremont, Que., died sud- 
denly on February 26, 1936, at his home, aged 90. He 
was born at St. Antoine-sur-Richelieu, Que., studied at 
St. Hyacinthe Seminary, and practised medicine at St. 
Mare du Richelieu, Sherrington, and finally in Montreal. 
He is survived by four daughters, Mrs. Napoleon Archam- 
bault, Mrs. Oswald Mayrand, Mrs. J. H. Albert Bohemier 
and Mrs. Gregoire Girard, all of Montreal. 





Dr. Frederick William Hill, a well-known member 
of the medical profession of the Belleville district, who 
had been residing in Ottawa for the past five years, died 
on February 25, 1936. He was a graduate of Trinity 
University (1903). He is survived by his widow, 
formerly Lulu White, and three sisters, Mrs. W. H. 
Murphy, of Ottawa; Mrs. R. M. Arbuthnot, Beaverbrook, 
Ont., and Mrs. W. F. Sawyer, of Vineland, N.J. ° 





Dr. Robert Carroll Hiscock, of Kingston, Ont., died 
on January 20, 1936. He was born in 1875 and was a 
graduate of Queen’s University (1900). 





Dr. Lewis Wilkinson Johnstone, of Sydney Mines, 
N.S., died on March 9, 1936, from burns, after a distress- 
ing accident. He was 76 years of age. 

Dr. Johnstone was born at Sydney, N.S., and was 
a graduate of the University of King’s College, and, in 
Medicine, of Bellevue Hospital Medical College (1886). 
He was a member of a family long distinguished in Nova 
Scotia, both his grandfathers being Judges of the 
Supreme Court of Nova Scotia. 

Dr. Johnstone began practice in Sydney Mines and 
remained there the rest of his life, taking an active 
interest in community affairs. He was a town councillor 
for several years and later mayor of Sydney Mines. Dr. 
Johnstone represented the constituency of Cape Breton- 
North Victoria at Ottawa in the Conservative interest, 
in the terms following the general elections of 1925, 
1926 and 1930. He was defeated in 1935. 





Dr. Major Henry Langs, of Hamilton, Ont., died 
on February 29, 1936, in his sixty-seventh year. He had 
been in failing health for some months and was critically 
ill since December. Of pioneer stock, being a great 
grandson of Elizabeth Gage, late of Battlefield House, 
Stoney Creek, Dr. Langs was born in Langford, Ont., 
coming to Hamilton in 1904, the year following his 
graduation from Toronto University. 

Surviving, besides his wife, the former Miss Nellie 
Rothwell, are one son, Dr. E. R. Langs, of Lynden; and 


three daughters, Misses Helen, Isobel and Florence, at 
home. 


—— 


Dr. Frederick Henry Kalbfleisch, of Kitchener, 
Ont., died on December 13, 1935. He was born in 


1865 and a graduate of the Medical Faculty of Trinity 
University (1888). 
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IN KEEPING WITH THE TIMES 


Since our laboratories presented Emmenin Collip in 1930 the 
endocrines have been established as a highly important and growing 
field for medical endeavour. The marked effect of pituitary substances 
in a great variety of disorders has been well demonstrated in the mass 
of clinical data now available, but it is only recently that any of the 
individual factors of the anterior hypophysis have been successfully 
prepared. In keeping with the trend of glandular therapy we now 
offer several of these factors of the anterior hypophysis. 


Excepting as otherwise described, sterile solutions of the following 
anterior hypophyseal factors are prepared and standardized in accord- 
ance with the technique of Dr. J. B. Collip, Department of Biochemistry, 
McGill University. All these solutions are prepared for subcutaneous 
or intramuscular injection. 


Polyansyn 


Indications—Conditions such as Simmonds’ disease or 
general hypofunction of the anterior hypophysis; also, post- 
operatively in some cases following the removal of hypo- 
physeal tumours. 


Prolactin (lactogenic factor) 


A sterile solution of the lactogenic factor of the anterior 
hypophysis, prepared in accordance with the technique of 
Drs. Oscar Riddle and Robert W. Bates. 

(J. Pharmacol. & Exp. Therapeutics, 55: 365, 1935). 
Indications—To stimulate lactation in the presence of a 
developed mammary tree. 


Maturity Factors (gonadotropic) 


Indications—Amenorrheea, sterility, cryptorchidism (un- 
descended testes) and infantilism. 


Thyreotropic Factor 


Indications—non-myxcedematous hypothyroidism and myx- 
cedema. 


Adrenotropic Factor 


Indications—Owing to its effect in restoring towards normal 
the cortex of the atrophic adrenal of the hypophysectomized 
animal, cases of hypo-adrenalism may be benefited by the 
trophic influence of this factor, particularly when pituitary 
hypofunction exists. 


AYERST, McKENNA & HARRISON LIMITED 


Biological and Pharmaceutical Chemists 


MONTREAL CANADA 
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Hews Ftems 
Alberta 


The first session of the Legislature under the 
Social Credit Government of Alberta’ opened in 
February, and, while it is planned to last a short time 
only, many important measures and amendments are 
forecast. The question of Unemployment Relief is to 
be cared for under a special Commissioner, and pro- 
vision is made to prohibit people travelling from 
where they are residents, and provision has been 
made for their care in other municipalities. The Act 
provides that a recipient of unemployment relief shall 
not be deemed to be an indigent, and limits the 
liability of the municipality to such recipient to medi- 
cal care and treatment when sick, if he is, in fact, 
an indigent. To the average layman the Act is not 
readily understandable, as Clause 12 herewith will 
indicate: 


‘“12. In case provision is made at any time the 
Government of the Province or by the Govern- 
ment of Canada or by both, for the relief of 
unemployment, whereby assistance is afforded to 
a municipality, in defraying the cost of providing 
such relief for any period, then in each such case 
and during any such period,— 


(a) Any person who is afforded unemployment re- 
lief, shall be deemed not to be an indigent 
person for the purpose of any Act governing 
any municipality; 


(b) The liability of a municipality to any person 
who is by this Act qualified to receive unem- 
ployment relief, and who but for this part 
would have been an indigent person, shall be 


as provided in this part; 


(c) The fact that a person is in receipt of unemploy- 
ment relief shall not affect the duty of a 
municipality under the Act governing that 
municipality, to make provision for the care 
and treatment of such person, if he is in fact 
indigent and is sick.’’ 


The Liquor Act is being amended to provide for 
the Government handling the distribution of beer, and 
provision is made whereby men can be interdicted for 
other than family reasons. Persons now may be 
interdicted who by excessive drinking endanger the 
welfare, life or health of any person to whom they 
owe a duty. Whether excessive drinking will be 
interpreted by the Court after the finding of the 
Special Commission in Great Britain remains to be 
seen. 


Some twenty-five or thirty years ago an attempt 
was made to raise a fund to establish a hospital at 
Fort Saskatchewan. Over $5,000 was raised, but the 
project was never completed. Provision is made now 
whereby this fund is transferred to an Edmonton hos- 
pital, which will invest it and use the interest towards 
paying the cost of the hospitalization of the town’s 
indigents. 


Certain new provisions are made regarding the 


responsibility for notifying coroners. They are as 
follows: 


“*(1) Where upon the death of any person any 
medical practitioner, any undertaker, any em- 
balmer, any inmate of the house in which the 
deceased resided, immediately before his death, 
and any peace officer, has reason to suspect or 
believe that such person died either: (a) an un- 
natural death; or (b) a sudden death of which the 
cause is unknown; or (c) as a result of violence; or 
(d) as the result of any wrongful act or omission 
on the part of any other person; or (€) in such 
place or under such circumstances that the hold- 


ings of an investigation is necessary pursuant to 
the provisions of any statute of the Province, he 
shall immediately notify the Coroner having 
jurisdiction in the place where the body of the 
deceased person is of the facts and circumstances 
relating to the death.’’ 
Dr. J. E. Macklim, of Calgary, has returned from 
a two months’ absence in New Orleans and Chicago, 
which were spent in post-graduate work in gynecology 
and urology. 





The annual banquet of the Calgary Medical 
Society, was held on February 11th, at the Renfrew 
Club, with Dr. F. T. Campbell presiding. Among the 
guests were Dr. Gordon Gray, President of the 
Edmonton Academy of Medicine and Dr. Roy Thorpe, 
President of the Calgary Dental Society. The guest 
speaker was Mr. J. H. Blackstock, K.C., of Medicine 
Hat, who gave an eloquent address on ‘‘ Where are we 
drifting to?’’ This was an estimate of present world 
tendencies and the part Canada is taking. 

. G. E. LEARMONTH 


British Columbia 


The Provincial Government’s Health Insurance 
measure, while not the principal plank in the Liberal 
Party’s platform which it has been claimed to be, con- 
tinues its course through the caucus as a centre of heated 
controversy and excitement. Although those chiefly con- 
cerned in devising it have been actively engaged for some 
months past in bringing it before the public, by means 
of radio broadcasts, addresses to women’s organizations 
and other such bodies, the general public has manifested 
very little concern over it. In fact, it is believed that 
the great majority of the people in everyday life know 
and care very little about the matter. Except by or- 
ganized bodies, such as the Canadian Manufacturers’ 
Association, British Columbia Loggers, chiropractors, an 
occasional newspaper editorial, and amongst the members 
of the medical profession, no opposing comment is en- 
countered, either in the press or heard in conversation. 
Favourable comment or active support has been practical- 
ly altogether that appearing in published reports of the 
speakers to public bodies above referred to. 

Mr. Gordon Wismer, Liberal member for Vancouver 
Centre, is dissatisfied as to what the public’s wishes in 
the matter may be, and feels that on a matter of such 
importance, affecting over half the population in a most 
direct fashion, the public should have a right to decide 
upon the desirability of the Health Insurance program. 
He therefore has proposed that the decision be made by 
a general provincial plebiscite. The Hon. G. M. Weir, 
on the other hand, is determined to push ahead with his 
program and qualifies his colleague’s suggestion as 
ludicrous and a good stalling device. 


A delegation of eighteen from Vancouver, represent- 
ing the Canadian Manufacturers’ Association (B.C. 
Division), Shipping Federation of British Columbia, 
Building and Construction Industries Exchange, Van- 
couver General Contractors’ Association, British Columbia 
Lumber and Shingle Manufacturers’ Association, Mining 
Association of British Columbia, British Columbia 
Loggers’ Association, Vancouver Board of Trade, Cana- 
dian Pacific and Canadian National Railways, appeared to 
protest vigorously against the proposed enactment to 
Premier Patullo. They offered to supply funds for an 
actuarial survey if action was postponed until next year. 
Dr. Weir’s comment upon this was that two leading 
actuaries of Toronto and Montreal had independently 
passed favourable judgments on the scheme, and that the 
offer was therefore superfluous, and another example of 
a stalling device. 


In moving the address in reply to the speech from 
the throne at the opening of the Legislature, Mrs. Paul 
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When 


Cardiac Disease 


Is Suspected 





N many cases where symptoms sug- 

gest cardiac disease, accuracy of 
conclusions cannot always be assumed 
if they are based on clinical findings 
alone. Yet positive diagnosis and 
prompt treatment are necessary to 
conserve the patient’s health and life. 

A radiographic study should be a 
part of the examining routine. The 
heart’s silhouette, as shown by the 
radiograph, is a reliable index to its 


CANADIAN KODAK CO., LIMITED, Toronto, Ontario 


For the heart’s size and 
shape usually are directly affected by 
its anatomical and functional status. 
Thus, radiography aids in determin- 
ing pathology and is equally valuable 
as a means of excluding heart disease 
if not present even though symptoms 
may point to it. To be certain your 
findings are complete and accurate, 
refer the patient to a radiologist in all 
cases of suspected cardiac disease. 


condition. 
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Smith, Liberal member for Burrard, spoke strongly in 
support of the Health Insurance legislation, characteriz- 
ing its opponents as those who apparently are more 
ready to pay for jails, asylums and hospitals for the 
incurable than for the education and early treatment 
that would have made such institutions largely unneces- 
sary. 

It is understood that solid support of the measure 
by the C.C.F. opposition is counted upon. 

In the meantime, while it has been generally under- 
stood that the proposed Act, as first presented in the 
draft which was circulated some months ago, has under- 
gone extensive modification, including reduction of the 
income level for beneficiaries to $1,800 per annum, and 
removal of all provisions for indigents, it had been im- 
possible to obtain from the government any information 
as to the nature of the Act which will be submitted to 
the legislators at the opening of the session. This has 
been the case in spite of requests from the Health In- 
surance Committee of the College of Physicians and 
Surgeons, which very properly claim that it is unreason- 
able of the government to expect cooperation on the 
part of the profession in a matter on which they have 
been denied any specific information. 

The opportunity of securing this information did 
not occur until after the opening of the session. When 
it was received it was at once carefully studied by the 
Health Insurance Committee. The result of this examina- 
tion of the bill was the despatch of a telegram to every 
member of the profession in the province, stating that 
the bill was considered absolutely unsatisfactory, and 
requesting each member to telegraph the Premier and 
his local member at once, protesting passage of the bill. 

At the time of writing the fate of the bill is still 
uncertain, but that it will have a stormy passage 
through its various stages is certain. 





Dr. G. F. Amyot, Medical Health Officer for North 
Vancouver, has been appointed by the government as 2 
special investigator to consider the future of hospitaliz- 
ation in the Province, The brief and unexplanatory 
statement from the Provincial Secretary, Hon. Dr. G. M. 
Weir, was as follows: ‘‘There are many problems in 
connection with the relation between the hospitals and 
the Provincial Government, and Dr. Amyot is being 


asked to investigate the situation and to report his 
findings. ’’ 





On February 28th a medical delegation, including 
Dr. Bazin, of Montreal, Professor of Surgery at McGill, 
and Dr. T. C. Routley, General Secretary of the Canadian 
Medical Association, and Drs. J. J. Gillis and W. H. 
Sutherland, the two latter being members of the Pro- 
vincial Legislature, appeared before the Cabinet, declar- 
ing that the government’s proposed health insurance 
measure was unsound from both the actuarial and medi- 
cal standpoint. At the same time telegrams by the 
hundred poured in from all parts of the province to 
ministers and members. It was stated by one of the 
latter that the vast majority were downright attacks on 
the plan. The Vancouver Province of February 28th 
stated that in spite of this ‘‘it was indicated that the 
government had not altered its plan to press its health 
insurance bill to adoption before the House adjourned’’. 





Dr. W. H. Walsh, of Chicago, has arrived in Van- 
couver to conduct a survey of the facilities and general 
conditions of operating the Vancouver General Hospital. 
His appointment was made for the purpose by the Hos- 
pital Board of Directors. Dr. Walsh is considered one 
of the outstanding hospital consultants in the United 
States, and last year, at the invitation of the Russian 
Government, he spent three months in Russia investigat- 
ing conditions in hospitals, medical schools and health 
services. 


Approximately 600 employees of the Comox Logging 
Company have made a health and medical attendance 
agreement with two physicians of Courtenay and St. 
Joseph’s Hospital of Comox, with the logging company 
of course making a substantial contribution. Employees 
with resident dependents pay $4.00 monthly, the service 
being available also for these dependents; while work- 
men with no dependents pay $2.00 per month. Benefits 
of this scheme are extended to widows and children of 
men who die during the term of the agreement. 

D. E. H. CLEVELAND 





Manitoba 


The following additions have been made to the 
Honorary Attending Staff of the Winnipeg General 
Hospital: to be Assistant Dermatologists: W. Geo. 
Black, B.A., M.D. and A. R. Birt, M.D.; to be As- 
sistant Urologists: J. L. Wiseman, M.D. and C. B. 
Stewart, M.D., F.R.C.S.(Edin.). 





Thirty-seven members of the Faculty of Medi- 
cine, University of Manitoba, paid a good-will visit 
to the sister Faculty of the University of Minnesota 
on February 21st and 22nd. On the morning of the 
first day conferences were held in Willard, presided 
over by Dean Lyon, when a number of teaching 
problems were considered, notably examinations, 
student health services, and correlations clinics to the 
Freshman and Sophomore years. Following this a 
lunch was served at the Union on the University 
grounds when the men had an opportunity to meet 
their opposite numbers. In the afternoon tea was 
served in the Nurses’ Home of the University Hos- 
pital and in the evening there was a seminar. The 
second day was devoted to visits to hospitals and 
museums. The general feeling was that the tour had 
been distinctly worth while and it is hoped that a 
return visit can be arranged next year. 

The post-graduate course in Gastro-enterology has 
been well attended and some of those present have 
come from points at a considerable distance in 
Saskatchewan. So great was the interest that the 
registrations exceeded the limit (25) set. The course 
in Physiology for Winnipeg doctors has also been a 
distinct success, Ross MITCHELL 


New Brunswick 


Immunization Clinics against Diphtheria are again 
being carried on under the Provincial Department of 
Health by Dr. J. M. Cameron, of Fredericton. 





At the monthly meeting of the Saint John Medical 
Society, held at the Admiral Beatty Hotel on February 
26th, Dr. H. A. Farris was the speaker. His subject 
was ‘‘Coronary thrombosis’’. Doctor Farris’ remarks 
were illustrated by a large number of the most excellent 
eardiographic tracings and x-ray films. The attendance 
was one of the largest in the history of the Society and 
once again a considerable number of physicians from 
outside the city was present. 





Dr. J. M. Barry, Saint John, has been appointed 
Registrar of the New Brunswick Council of Physicians 
and Surgeons, succeeding the late Dr. S. H. McDonald. 





The Association of Officers of the Medical Services 
of Canada, New Brunswick Branch, at their last meeting, 
elected officers for the ensuing year as follows: Honorary 
President.—Hon. Murray MacLaren, Lieutenant-Governor 
of the Province; Honorary Vice-president.—Brigadier 
General Page, Officer Commanding M.D. 7; President.— 
Lieut.-Col. G. G.. Corbet, C.A.M.C.; Vice-president.—Capt. 
George Lyons, C.A.M.C., Moncton; Secretary.—Capt. H. 
B. Bustin, C.A.M.C., Saint John. 
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At this meeting Lieut.-Col. R. A. Hughes, C.A.M.C., 
delivered a paper outlining the historical, geographical 
and military aspects of the Suez Canal. 





The Saint John Officers’ Garrison Mess and Military 
Institute elected two physicians to office at their annual 
meeting recently, namely, Dr. R. A. Hughes, elected 
President of the New Brunswick Military Institute, and 
Dr. V. D. Davidson, Vice-President of the Garrison 
Officers’ Mess, 





Two well known physicians have recently been con- 
fined to the General Hospital in Saint John. Dr. L. M. 
Curren has been successfully operated upon for colonic 
obstruction and is reported to be recovering rapidly. 
Dr. F. T. Dunlop is still seriously ill from a series of 
heart and lung complications. 





The present session of the New Brunswick legisla- 
ture, which has just opened, will see presented a bill to 
amend the New Brunswick Medical Act. The amend- 
ments will cover various changes that have become 
necessary due to changing methods of practice and also 
some changes relating to the registration of medical 
students and practitioners. The bill will be introduced 
by Hon. Dr. W. F. Roberts, Minister of Health in the 
present government. 





Dr. C, J. Veniot, President of the New Brunswick 
Union of Municipalities was the spokesman at a meeting 
of the Provincial Government recently. This delegation 
suggested a special tax of 5 per cent on all liquors sold 
by the New Brunswick Liquor Commission, to be used 
as a hospitalization fund, so as to relieve the munici- 
palities of some of the burden of hospital costs for the 
treatment of the poor, especially in cases of tuberculosis. 





Dr. J. A. M. Bell was elected President of the 
Neweastle Branch of the Victorian Order of Nurses. 





Dr. F. H. Wetmore, of Hampton, has been confined 
to his home for some time by illness. It is reported 
that his condition is satisfactory. 

A. STANLEY KIRKLAND 


Nova Scotia 


Many charities, including the Salvation Army, 
Victorian Order of Nurses, I.0.D.E., and _ health 
authorities, benefit by the will of the late Dr. F. E. 
Lawlor, late Superintendent of the Nova Scotia Hos- 
pital of Dartmouth. 





Dr. J. J. McRitchie, of the Provincial Department 
of Health, is at present on an extended visit to upper 
Canadian institutions to study the latest methods of 
tuberculosis control and clinical work. The purpose 
of his visit has been explained as follows: ‘‘to see 
what other hospitals and health departments are 
doing.’’ He will visit Ottawa, afterwards proceeding 
to London, Muskoka, Hamilton, and other places where 
tuberculosis institutions are situated. 





Dr. Lewis Johnstone, former member of the 
House of Commons for Cape Breton, North Victoria, 
suffered a stroke which paralyzed his right side. He 
was 76 years of age. Reports indicated that he was 
improving but, through an unfortunate accident, he died 
subsequently from burns. 





Dr. .D. A. MacLeod, of Sydney, who had been 
appointed District Pensions Medical Examiner some 
months ago, has been relieved of his duties. His 
services as medical adviser to the Sydney and Glace 
Bay units of the Royal Canadian Mounted Police have 
also been discontinued. 


Dr. Geoffrey Morris, eldest son of Dr. C. H. 
Morris, of Windsor, died from pneumonia at Globe, 
Arizona. He was a member of the Gila County 
Health Unit of the Arizona State Public Health De- 
partment. Dr. Morris graduated from Dalhousie Uni- 
versity in 1928. 





Two physicians who were born in Nova Scotia 
but who practised abroad died recently. One, Dr. E. 
J. Torey, a native of Guysborough Co., died at 
Albany, and Dr. W. F. Fullerton died at St. Paul, 
Minnesota, where he had been in practice for many 
years, 





Dr. J. S. Robertson a member of the medical staff 
of the Nova Scotia Sanatorium at Kentville for the 
past eighteen months has retired from his post to 
engage in private practice at Port Hawkesbury. 


N. B. DREYER 





Ontario 


On and after March 1, 1936, bona fide relief re- 
cipients receiving medical care will have any necessary 
prescriptions filled by a druggist, whose account will 
be paid from the funds of the Medical Relief Com- 
mittee through the Ontario Retail Druggists’ Associa- 
tion. Under present relief regulations, such funds will 
be payable to the Ontario Retail Druggists’ Associa- 
tion from the Ontario Medical Association through 
the deduction of 4c. out of each 25c. per person per 
month received from the Provincial Welfare Department. 





The following changes are announced ‘in the 
Ontario Hospital Service. 

Dr. T. D. Cumberland, superintendent, Kingston, 
to be superintendent at New Toronto; Dr. A. J. 
Kilgour, acting superintendent, New Toronto, to be 
superintendent, Kingston; Dr. C. H. McCuaig, senior 
assistant physician, Toronto Psychiatric Hospital, 
granted leave of absence to undertake post-graduate 
studies abroad on a recently acquired fellowship; Dr. 
S. C. Chalk, senior assistant physician, Ontario Hos- 
pital, London, transferred to Toronto Psychiatric 
Hospital, replacing Dr. McCuaig. 





The Fort William Industrial Farm, under the 
Ontario Reformatories and Prisons Branch, is to be 
made a mental hospital for northern and northwestern 
Ontario. Transfer of the Industrial Farm Buildings 
from the Provincial Secretary’s Department to the 
Department of Health ‘‘kills two provincial problems 
with one stone’’. The low reformatory population has 
made operation of the farm difficult. The Department 
of Health on the other hand is under pressure to 
provide more mental hospital space, particularly in 
the north. Dr. J. H. Senn will be Superintendent of 
the new hospital. J. H. ELLiorr 





Saskatchewan 


During the evening when the medical staff of 
the Regina General Hospital discussed ‘‘Obstetrics’’, 
the following papers were given: ‘‘Reminiscences’’, 
Dr. F. Guest; ‘‘The kidney of pregnancy’’, Dr. E. T. 
French; ‘‘Indications for Cesarean section’’, Dr. M. 
A. Currie; ‘‘Identical twins’’, Dr. S. E. Moore. At 
the meeting devoted to cancer Dr. R. T. Riley spoke 
on ‘‘The pathology of skin cancer’’, and Dr. C. M. 
Henry explained its treatment. 

‘‘Brain tumours in children’’ was the topic dis- 
cussed by Dr. U. Gareau and Dr. Lloyd Brown. Films 
from a case of agenesis of the corpus callosum were 
shown by Dr. Brown. This is one ofthe three cases 
of this condition to be diagnosed before death. The 
work in encephalography at the Regina General Hos- 
pital helps materially in diagnosing the position of 
the brain tumours, 
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Dr, Gareau presented a child with Little’s disease, 
aged three years. The labour was precipitate. He 
said that this condition was more common in twins, 
premature babies and breech deliveries than in large 
babies. He warned obstetricians against the use of 
too many sedatives during labour. LILLIAN A. CHASE 





United States 


Announcement of the Francis Amory Septennial 
Prize of the American Academy of Arts and Sciences. 
—In compliance with the requirements of a gift under 
the will of the late Francis Amory, of Beverly, Mass., 
the American Academy of Arts and Sciences announces 
the offer of a septennial prize for outstanding work with 
reference to the alleviation or cure of diseases affecting 
the human genital organs, to be known as the Francis 
Amory Septennial Prize. The gift provides a fund, the 
income of which may be awarded for conspicuously 
meritorious contributions to the field of knowledge 
‘*during the said septennial period next preceding any 
award thereof, through experiment, study or otherwise 

. .in the diseases of the human sexual generative 
organs in general’’. The prize may be awarded to any 
individual or individuals for work of ‘‘extraordinary or 
exceptional merit’’ in this field. 

In case there is work of a quality to warrant it, 
the first award will be made in 1940. The total amount 
of money available for this purpose will exceed ten 
thousand dollars, and may be given in one or more 
awards. It rests solely within the discretion of the 
Academy whether an award shall be made at the end of 
any given seven-year period, and also whether on any 
occasion the prize shall be awarded to more than a single 
individual. 

While there will be no formal nominations, and no 
formal essays or treatises will be required, the Committee 
invites suggestions, which should be made to the Amory 
Fund Committee, care of the American Academy of Arts 
and Sciences, 28 Newbury Street, Boston, Mass., U.S.A. 





General 


The American Medical Association of Vienna an- 
nounces courses of intensive post-graduate study at 
Vienna, starting in May. The following subjects will 
be dealt with (1) otolaryngology; (2) ophthalmology; 
(3) surgery; (4) gynecology and obstetrics; (5) in- 
ternal medicine; (6) neurology and psychiatry. 

All lectures will be given in English to graduates 
in medicine only. Each course will embrace a total 
of approximately 150 hours and average six hours 
daily, during .a period of six weeks. The intensive 
post-graduate course in ophthalmology for advanced 
will last eight weeks and embrace about 215 hours, 
and in neurology and psychiatry, 225 hours. 

The fee for the entire course will be—Austrian 
Schillings 900 (about $170.00 at the present rate of 
exchange) per person, including the membership fee 
of the American Medical Association of Vienna. 

The fee for the advanced course in ophthalmology 
is—Austrian Schillings 1200 (about $230.00) per per- 
son; the fee for the neurology and psychiatry course 
is—Austrian Schillings 1030 (about $200.00) per 
person. Applications are to be sent to the Secretary, 
American Medical Association of Vienna, Alserstrasse 
9, Vienna, Austria. 

A deposit of $50.00 is to be sent with each appli- 
cation and all applications should be mailed not later 
than six weeks prior to the beginning of the course 
in Vienna, 

The attention of physicians is directed to the 
regulations of the University of Vienna that a Uni- 
versity certificate will be granted only upon com- 
pletion of four months’ residence and a minimum of 
300 hours of instruction. Credit towards the University 
certificate will be awarded to participants in~ the 
intensive post-graduate courses. 


Tours start from New York and have been ar- 
ranged to leave on the following dates. May 6, July 
8, September 9, October 21, 1936, and February 10, 
1937. The return fares vary from $303 to $490 
(minimum rate) according to steamer and type of 
accommodation. 

For further detailed information regarding the 
post-graduate courses communicate with Dr. Warren 
F, Bernstorff, c/o Compass Travel Bureau, 55 West 
42nd Street, New York City. 





International Congress of Microbiology. — The 
second International Congress of Microbiology will 
be held in London from July 25th to August Ist, 
under the presidency of Professor J. C. G. Ledingham. 
The congress will be officially opened on Saturday 
evening, July 25th, at University College, Gower 
Street, London, the headquarters of the congress. The 
program, as provisionally arranged, is divided into 
eight sections as follows: general biology of micro- 
organisms; viruses and virus diseases in animals and 
plants; bacteria and fungi in relation to disease in 
man, animal, and plants; economic bacteriology, soil, 
dairying, and industrial microbiology; medical, veteri- 
nary, and agricultural zoology and parasitology; 
serology and immunochemistry; microbiological chem- 
istry; specific immunization in the control of human 
and animal disease. The honorary general secretary 
of the congress is Dr. R. St. John-Brooks (Lister 
Institute of Preventive Medicine, Chelsea Bridge Road, 
London, 8.W.1). 


Book Reviews 


Textbook of Roentgenology. B. J. M. Harrison, M.B., 
Ch.M., D.M.R.E., F.A.C.R., Director of Depart- 
ment of Roentgenology, Vancouver General Hos- 
pital. 826 pages, illustrated. Price $10.00. Wm. 
Wood, Baltimore, 1936. 

To review a textbook on any medical subject is not 
always a pleasant or profitable task. The book under 
review does not fall into the above category. Dr. 
Harrison has produced a work which covers the field of 
roentgenology in a masterful manner, and thereby fulfils 
a long desired want. To the clinician he has given a 
work which will in concise form acquaint him with those 
things which he should, but unfortunately does not 
always, know. With it on his desk there should be no 
excuse for not understanding what may be expected 
from a given radiological examination or a therapeutic 
application of the ray. In other words, the book is 
capable of rendering valuable assistance provided it is 
used. 

The radiologist will find much to ponder over and 
perhaps much that he may have overlooked. Written 
with a broad understanding of pathology, physics, 
chemistry, and clinical medicine, the author without 
fatigue to the reader presents a clear background on 
which the radiologist can base his opinions, either in the 
diagnostic or therapeutic fields. Nor has he failed to 
accentuate the care with which such opinions must be 
rendered. 

This book perhaps better than any other elevates 
the radiologist to the rightful position of consultant. It 
clearly indicates the necessity of consultation between 
the clinician and the radiologist at all times, if the 
interest of the patient is to be kept paramount. This of 
course again emphasizes the necessity of the radiologist 
being thoroughly conversant with clinical medicine, 
physiology, morbid anatomy and pathology; otherwise, 
his opinion, given without a proper background, is of 
little value and at times may be disastrous. 

It is to hoped that the author will favour us with 
other works, perhaps dealing with a less wide field. For 
his present effort the thanks of all radiologists are due. 
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possible the withdrawal from time to time of desired amounts without 
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Recently considerable success has been secured in the alleviation of 
attacks of bronchial asthma by spraying into the nose or mouth this 
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five cubic centimetres. Each bottle is provided with a dropper 
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Prices and information relating to the use of these products from the Adrenal Glands 
will be supplied gladly upon request. 


CONNAUGHT LABORATORIES 


University of Toronto 


TORONTO 5 - - CANADA 








483 





484 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


[ April 1936 








The Medical Treatment of Gallbladder Disease. 
‘ Martin E. Rehfuss, M.D., Clinical Professor of 

Medicine, and Guy M. Nelson, M.D., Instructor of 

Medicine, Jefferson Medical College, Philadelphia. 

465 pages, illustrated. Price $6.00. W. B. 

Saunders, London and Philadelphia, 1935. 

This is an opportune time for the appearance of a 
book on the medical treatment of gall bladder disease, 
as many representative surgeons have recently acknowl- 
edged a high percentage of unsatisfactory results 
following gall bladder surgery, especially in stoneless 
gall bladders. 

The senior author has been long and favourably 
known for his work on biliary disease. The present 
volume embodies not only a careful review of the recent 
literature (with special interest in the contributions of 
French physicians), but also the results of twenty years’ 
experience in the treatment of gall bladder disease. 

The chapter on duodenal drainage is especially in- 
teresting ; the recovery of cholesterol crystals and calcium 
bilirubinate pigment from the duodenum means almost 
always gall stones. The correlation of x-ray findings 
(the dye being given orally) with the results of duodenal 
intubation is insisted on. These methods of examination 
should be repeated at intervals, to check the progress of 
the case. 

In 50 per cent of cases there is a metabolic problem, 
and, leaning heavily on French investigators, the authors 
urge a low-cholesterol, low-fat diet, partly in the hope of 
reducing the cholesterol in the bile and partly to secure 
rest to the inflamed gall bladder, by avoidance of the 
stimulating fat. Only in the stasis gall bladder is a 
fatty diet indicated, and then with caution. In 50 per 
cent of cases the infective element is prominent, foci in 
the teeth, tonsils and sinuses, as well as in the bowel, 
being specially incriminated. These foci are dealt with 
surgically, if possible, and autogenous-vaccines are used 
with definite success. 

Stoneless cholecystitis is the main indication for 
medical treatment; gall stones, with few exceptions, are 
considered objects for surgical attention—a view not 
shared by all physicians. 

Much original work is recorded in this book; the 
views expressed are sane and helpful. But the value of 
the work is vitiated by the carelessness with which it has 
been flung together, by the frequent irritating repetitions, 
and by the gross errors of syntax which disfigure its 
pages. 


The Pneumonokonioses (Silicosis). Literature and 
Laws of 1934. G. G. Davis, M.D., Associate 
Clinical Professor of Surgery, Rush Medical Col- 
lege, University of Chicago, E. M. Salmonsen and 
J. L. Earlywine. 490 pages. Price $7.50. Chicago 
Medical Press, Chicago, 1935. 


While knowledge of the production of the pneumo- 
nokonioses and of their influence on the development of 
tuberculosis is incomplete, the literature on the subject 
may be expected to be voluminous. 

The legal status of victims of dust-disease and of 
employers involved with respect to compensation, and the 
difficulties encountered in the control of the dust hazard, 
focus attention on these diseases more directly than is 
the case with comparable causes of mortality. These 
considerations make of particular interest and value Dr. 
Davis’ plan of collecting previous references and 
abstracting all relevant literature on the subject as it 
appears year by year from 1934. Last year, ‘‘Pneu- 
monokoniosis (Silicosis), Bibliography and Laws’’ ap- 
peared, containing the reference to date from early 
times. In the present volume appear abstracts of articles 
published in 1934. 

Granted some acquaintance with the previous litera- 
ture, this volume indicates in readable form the present 
position regarding the effects of dust inhalation from 
medical and legal standpoints, including at some length 
discussions of papers reporting research work. The 


sources are widespread—from the Chicago Journal of 
Commerce to the Sovetskaya vrachebnaya gazeta (Medi- 
cal Journal of Soviet Russia). To make some of this 
material available in the English language has been a 
task in itself. If it had been practical to separate the 
medical and legal abstracts in the same volume or 
preferably in two volumes, its use by practising physi- 
cians might have been more general. 

The various aspects of the problem, whether medical, 
chemical, mineralogical, or legal have almost a literature 
in themselves, necessitating constant reference. This is 
provided through a detailed subject index. The abstracts 
are arranged alphabetically under the author’s name and 
numbered with an author index as well, which serves to 
bring together references to the author’s discussion of 
other contributions. 

For those physicians located in or near industrial 
areas this volume presents an opportunity to keep in 
touch conveniently with the progress attained in the 
technical and social measures for the control of one of 
the most important groups of industrial diseases. 


The Modern Treatment of Burns and Scalds. Philip 
H. Mitchiner, M.D., M.S., F.R.C.S., Hon. Surgeon 
to H.M. The King. 64 pages, illustrated. Price 
$1.50. Bailliére, Tindall & Cox, London; Mac- 
millan, Toronto, 1935. 

The book deals with a very important subject in the 
field of surgery. The subject of burns is treated clearly, 
with emphasis on the tannic acid treatment. While 
there is moderate reiteration, yet this tends to impress 
the reader upon certain points the author wishes to bring 
out. The causes of death from burns are initial shock, 
collapse and septic intoxication. Methods for the pre- 
vention of each are given and special emphasis is laid 
on the thorough cleansing of the burned area and the 
neighbouring good skin before the application of the 
permanent dressing 2 per cent watery solution of tannic 
acid, freshly made, is recommended and may be applied 
with a spray or by dressings soaked in the solution. 

The print used is good and the illustrations are 
clear. The work is of value to the practitioner and the 
physician in charge of industrial concerns. 


Forensic Medicine. Douglas J. A. Kerr, M.D., F.R.C.P., 
D.P.H., Lecturer on Forensic Medicine in the 
School of Medicine of the Royal Colleges, Edin- 
burgh; Police Surgeon and Medical Referee to 
the City of Edinburgh. X and 311 pages, illus- 
trated. Price $4.50. A. & C. Black, Ltd., London; 
Maemillan, Toronto, 1935. 


Forensic medicine is in most colleges the Cinderella 
of the medical curriculum. It has in the past been 
taught in a perfunctory way, and even now the average 
graduate passes out with a very imperfect grounding in 
the subject. Hence the great value of books such as 
this. The author has planned his work as a text-book 
for students and also as a practical modern guide for 
general practitioners. Its scope is wide and may be 
judged from an enumeration of the subjects discussed— 
the ethics of the practice of medicine, the relation of the 
medical practitioner to the law, the functions of the 
General Medical Council, the relevant details of British 
Acts and legal procedure, identification, post-mortems, 
the examination of blood and hair, accidents, suicide and 
murder, gunshot wounds and the identification of fire- 
arms, abortion, infanticide, sexual offenses, insanity, 
criminal responsibility, and toxicology. All of these 
topics are dealt with out of a wealth of experience, 
lucidly and with circumstance, They are so well discussed 
that they often possess the interest and allure of the 
detective story. Worthy of special note is the fact that 
the book is profusely illustrated, the pictures being taken 
for the most part from the author’s cases, and these 
pictures elucidate the various topics in a way that no 
amount of verbal description, even if accurate and vivid, 
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could possibly do. A few criticisms may be permissible. 
On page 170, under the heading ‘‘Examination for 
Gonococci’’ surely more instruction should be given. 
Doubtless, the detection of gonococci calls for the use of 
the Gram method, but since there are other Gram- 
negative biscuit-shaped diplococci, some of them non- 
pathogenic, to be found in the genital tract, it would 
seem to the reviewer that in cases important enough to 
call for legal action the diagnosis should be clinched 
by cultural procedures wherever possible. Under 
‘*Poisons’’ there is no reference to oil of wintergreen, 
which has been known to cause death when taken in 
large amounts. The English of the book is not im- 
peccable. Most of the mistakes are those we are 
familiar with on this side of the water and occur so often 
that they are a weariness of the spirit to the con- 
scientious editor, but in a book published in Great 
Britain and, especially, in Edinburgh, we expect better 
things! However, these are but spots on the sun, and 
we have no desire to dilate on the subject. The book 
stands out on its merits as a notable achievement and 
has distinction quite apart from all this. The legal 
references are, naturally, concerned with the laws of 
England and Scotland, but this need not deter a 
Canadian from buying the book. Many of the principles 
are of a general character, and, no doubt, are applicable 
to most modern civilized communities, and the advice 
given to the medical man as to his duties in medico-legal 
eases and his relation to the courts is admirable. Such 
knowledge is absolutely essential, Nowadays, with the 
quick speed of events and their complicated character no 
medical man, no matter how far he may be from the 
great centres, can be sure that he will not be involved, 
some time or other, in a medico-legal tangle. Most of us 
need special instruction, and this book will give it us. 
It is decidedly the best book that we know of on the 
important subject of forensic medicine. 


Practical Biology for Medical Students. 
M.A., Master-in-Charge of Biology, University 
College School, Hampstead, London. 247 pages, 
illustrated. Price $3.75. Wm. Heinemann, London; 
Maemillan Co., Toronto, 1936. 


C. J. Wallis, 


This is purely a laboratory manual and dissection- 
guide; the reader is presumed to learn elsewhere the 
functions of the structures identified or the significance 
of the experiments performed. The value of this book 
must therefore depend largely on the quality of the 
accompanying instruction. There are sections on the 
morphology and physiology of plants, but most of the 
book is devoted to certain animal types selected for 
dissection (frog, earthworm, rabbit, etc.). Some of these 
dissections must require much skill and patience if all 
the structures named in the manual are to be made out; 
and the student is introduced to a very large number of 
unfamiliar terms and names, many of them not applicable 
subsequently in human anatomy and physiology. <A 
selection of elementary exercises in biochemistry is in- 
cluded, chiefly empirical colour reactions. One wonders 
whether a student understands vitamins the better for 
having produced a blue colour from cod-liver oil with 
antimony trichloride. In this section one is surprised 
to learn that vitamin A is ‘‘ probably C,H;.’’ and that 
the violet colour obtained with alkaline copper solution 
and egg-white is ‘‘due to the presence of biuret’’. 


The Design of Experiments. R. A. Fisher, Sc.D., 
F.R.S., Galton Professor, University of London. 
252 pages. Price 12s. 6d. Oliver & Boyd, Edin- 
burgh and London, 1935. 


This is a companion piece to the author’s well- 
known and valuable Statistical Methods for Research 
Workers, and describes methods for planning complex 
experiments so that the data obtained shall be in the 
most favourable form for statistical analysis. The im- 
mediate application is in agricultural research, where 


wise planning is of great importance, since experiments 
usually extend over one or more years. The principles 
herein set forth (many of them for the first time) are 
applicable in almost all experimentation on living 
organisms, and in still wider fields. Familiarity with 
these principles would lead, in very many experimental 
laboratories, to economy of time, effort and material, 
and to increased value of published data. Mathematical 
complexities are avoided, but the book cannot be called 
easy reading; it is to be feared that those who most 
require its guidance are least likely to take pains to 
master it. 


The Extra-pharmacopeia of Martindale and Westcott. 
Vol. 2 published by Council of Pharmaceutical 
Society of Great Britain. Twentieth edition, 889 
pages. Price 22/6 net. Pharmaceutical Press, 
London, 1935, 


This is the companion volume to the well known 
Extra-Pharmacopeia. It concerns itself, as of yore, with 
matters of diagnosis, analysis and assay of materia 
medica and various other miscellanea not included in the 
first volume. Every care has been taken to keep the 
book up to the high standard it has always held. 


The ‘‘Extra-Pharmacopeia’’ lost its editor, Dr. W. 
H. Martindale, in 1933, but it was felt that the work 
should not be allowed to lapse. It was therefore decided 
by the Council of the Pharmaceutical Society of Great 
Britain to take over the responsibility for the production 
of the book, which has been done and the present volume 
has been issued under the editorship of Mr. C. E. 
Cofield, Editor of the British Pharmaceutical Codex. We 
welcome this admirable arrangement for the continuation 
of such an excellent work. 


The Aims and Methods of Medical Science. John A. 
Ryle, M.A., M.D., F.R.C.P., Regius Professor of 
Physic, University of Cambridge. 44 pages. Price 
60 cents. Cambridge University Press, 1935. 

A thoughtful and well expressed lecture. The author 
dwells on the evils that may arise from specialization in 
medicine, and his criticism is temperate. He quotes 
Hughlings Jackson’s remark: ‘‘There is no harm in 
studying a special subject; the harm is in doing any 
kind of work with a narrow aim and a narrow mind’’. 


Tonsils and Naso-pharyngeal Sepsis. E. A. Peters, 
M.D., F.R.C.S., President, Otological Section, Royal 
Society of Medicine. 92 pages. Price $1.50. 
Bailli¢re, Tindall & Cox, London; Macmillan Co., 
Toronto, 1935. 


This is a short clear account of the ordinary forms 
of tonsillar disease and their treatment. 


The Integration of the Endocrine System. Sir Walter 
Langdon Brown, M.D., F.R.C.P. 54 pages. Price 
60 cents. Cambridge University Press; Macmillan 
Co., Toronto, 1935. 
This is the Fifth Horsley Memorial Lecture, and 
was delivered by one pre-eminently fitted to pay tribute 
to the brilliant work of Sir Victor Horsley. 


Aggressive Medicine. John Maberly, M.R.C.S., 
L.R.C.P. 232 pages. Price $3.00. Bailliére, 
Tindall & Cox, London; Macmillan Co., Toronto, 
1935. 


A somewhat startling title, but there is nothing 
alarming in the contents. 


Incompatibility in Prescriptions and How to Avoid It. 
Thomas Stephenson, D.Sc., Ph.C., F.R.S.E., F.C.S. 
Editor of The Prescriber. Fourth edition, 62 pages. 
Price 6s. net. The Prescriber Offices, Edinburgh, 
1935. 

A concise account of the general principles of in- 
compatibility in prescribing, which should be of 


considerable value to the active practitioner, whether he 
makes up his own prescriptions or not. 





